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bg the ten years since an article on “Mental Hygiene and So- 

cio-Environmental Factors” by R. H. Felix and R. V. Bow- 
ers was published in the Quarterly, the relation of social stress 
to the occurrence of mental disorders has been the subject of 
considerable research. Last summer Professor George Rosen, 
historian, sociologist, and public health physician, delivered an 
erudite paper tracing the development of the idea that social 
stress might favor the occurrence of mental disorders from the 
Age of Enlightenment until today. Such an analysis of the way 
in which a particular kind of hypothesis has developed can be of 
aid to the investigator. It also can be of help to those who fol- 
low the sequence of efforts to validate the hypothesis. Dr. 
Rosen’s paper is printed in this issue. 


Sickness surveys in which people are asked to report any ill 
health experienced during some preceding period of time are 
the only sources of information on morbidity of all types and 
all degrees of severity. The numbers of such surveys have 
been increasing in recent years, and much attention has been 
given to the effect of different methods of questioning on the 
comparability of data from different inquiries and on com- 
pleteness of reporting. Individuals differ in their attitudes 
toward what constitutes illness and disability, and their re- 
sponses are influenced by the types of questions which are 
asked. In the article “Some Problems in the Collection and 
Analysis of Morbidity Data Obtained from Sample Sur- 
veys,” Ann Cartwright gives a detailed description of the 
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method of questioning used in a survey of sickness in London 
and compares the results with those obtained in another Eng- 
lish survey. 


An article “A Demographic Aspect of Interstate Variations 
in American Fertility, 1800-1860,” by H. Yuan T’ien throws 
light on the correlation that once existed between sex ratios 
and fertility ratios in the thinly populated frontier states as 
compared with the larger settled states of the Atlantic Sea- 
board. The author’s hypothesis was that “the higher the sex 
ratio (the lower the age at marriage for females and the higher 
the proportion of females married), the higher the fertility.” 
The hypothesis is partially sustained for the period consid- 
ered, using states as units. The sex composition of the nation 
as a whole did not change much during this period, however, 
so this factor could not explain the declines in national fertility 
ratios during this period. 


The changing levels and differential patterns of childlessness 
are matters of much concern to students of demographic and 
medical problems. This issue contains a paper on this subject 
entitled “Demographic and Social Aspects of Childlessness: 
Census Data,” by Wilson H. Grabill and Paul C. Glick. It 
presents available census data on trends and differentials in 
proportions of women reporting that they had never borne a 
child. The data are analyzed by such factors as age, color, 
detailed marital status, duration of marriage, labor force 
status, educational attainment of the woman, and occupation 
and income of the husband. The writers state that to their 
knowledge, “this is the first time that census data on child- 
lessness have been brought together in a report dealing with 
that topic alone.” 





SOCIAL STRESS AND MENTAL DISEASE FROM THE 
EIGHTEENTH CENTURY TO THE PRESENT: 
SOME ORIGINS OF SOCIAL PSYCHIATRY? 


GeorcE ROSEN, M.D., PH.D.” 


INTRODUCTION 


[ese is a widespread conviction today that a close in- 
terdependence exists between the social environment in 
which individuals live and the development of mental ill- 
ness. The nature of this interplay is not yet fully explained, 
but it is felt that an important factor, possibly the most impor- 
tant single element leading to mental disorder is the failure of 
society to make adequate provision for conditions essential to 
the mental health of its members. By its failure to create and 
to maintain such conditions, society is responsible for stresses 
resulting from rapid social change or cultural lag which produce 
mental conflicts and breakdowns (1). 

According to Rennie and Woodward, “mental health cannot 
be developed in a social vacuum. Powerful factors operate 
against it as our present society is constituted. . . . Mental 
health can only be achieved in an environment which provides 
opportunities for self-expression, social usefulness, and the at- 
tainment of human satisfactions.” (2) From this position it is 
not far to the standpoint that individual breakdowns are actu- 
ally indices of a sick society, that society is actually the patient. 
“There is a growing realization among thoughtful persons,” 
wrote Lawrence K. Frank in 1936, “that our culture is sick, 
mentally disordered, and in need of treatment. . . . The disin- 
tegration of our traditional culture, with the decay of those 
ideas, concepts, and beliefs upon which our social and individual 
lives were organized, brings us face to face with the problem of 
treating society, since individual therapy or punishment 

1A public lecture delivered rst 8, 1958 at the Institute of Psychiatry (Mauds- 


ley Hospital), Universi 
2 School of Public Health and hdeitateeative Medicine, Columbia University. 
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no longer has any value beyond mere alleviation of our 
symptoms.” (3) 

Confronted by this challenge, workers in the medical and so- 
cial sciences have endeavored to get to the roots of this problem. 
If cultural processes and factors are in some way responsible 
for the occurrence of mental disease, it should be possible to 
demonstrate them by comparative examination of differing so- 
cieties and cultural groups of varying complexity. Virtual ab- 
sence of certain mental disorders in some preliterate groups has 
been reported by anthropologists, sociologists and psychiatrists. 
Moloney reported a strikingly low incidence of psychosis among 
native Okinawans, and attributed it to their mothering meth- 
ods, especially breast-feeding. (4) A study of Okinawan immi- 
grants to Hawaii, however, has shown they have a rate of psy- 
chosis significantly higher than other groups there, even though 
the same mothering methods are used. (5) What is different is 
that the Okinawan in Hawaii has to cope with a depreciated 
social situation; and the stress and trauma attendant upon this 
change have been incriminated as the responsible elements. 
Similar observations have been made by Carothers in Kenya 
(6), while additional reports bearing on this problem have 
come from Laubscher, Kardiner, and several others. (7) Re- 
lated to such reports is the study of the Hutteries, an Ana- 
baptist sect living in the northwestern United States and 
Canada, which was undertaken because “of their reputation 
of being virtually free of psychotic breakdowns and antisocial 
activities... .” (8) As it turned out, this belief did not hold 
up under closer scrutiny. 

Another way of studying the relation of factors such as 
social change and cultural disintegration to mental illness is to 
study incidence trends, that is, to see whether there is an in- 
crease or decrease of various mental disorders over a period of 
time. A number of provocative and partly illuminating studies 
on this theme have recently appeared. Two of these are of in- 
terest as representing types of work in this field. In 1948, Halli- 
day brought out his PsycHosocitaL Mepicineg, which offers the 
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thesis that cultural changes over the past seventy-five years 
have improved the physical health of the population, but have 
led to a deterioration of mental health as judged by the rising 
incidence of psychosomatic disorders. (9) Halliday advances 
the view that in the 1870’s the physical atmosphere of infancy 
was poor, but psychologically it had much to commend it; the 
reverse is true today. Five years later, in 1953, Goldhamer 
and Marshall came to a contrary conclusion with regard to the 
psychoses. (10) Based on an analysis of admissions to Massa- 
chusetts institutions for the insane from 1840 to 1950, they 
concluded that there has been no long-term increase in the in- 
cidence of psychoses in early and middle life. Up to the age of 
fifty, the rates a hundred years ago and today are roughly the 
same. Whatever differences do exist, are due entirely to the 
large number of admissions today for psychoses of those over 
fifty. In short, there seems to be no reason to believe that there 
has been any great change in the conditions causing psychosis 
at least in the United States, for a period of a hundred years. 
Goldhamer and Marshall also suggest the possibility that psy- 
chosis is a condition, independent of environmental conditions, 
and due to some physiological or hereditary aberration. 

The same year that saw the publication of the study by Gold- 
hamer and Marshall also saw the appearance of a report by the 
Expert Committee on Mental Health of the World Health Or- 
ganization. (11) According to this group “Certain workers who 
have attempted a study of this matter in economically under- 
developed countries have the strong impression that psychiatric 
disorders are much less prevalent in some of these areas. The 
view has been put forward, for instance, that incidence of psy- 
chiatric disorders in tribal Africans is one-tenth of that usually 
found in Western Europe and North America.” At the same 
time, the report points out that other workers “hold the view 
that ... psychiatric disorders have a rather constant frequency 
in all societies.” (12) 

The fact is that adequate data on which to form even a rela- 
tively valid judgment on these matters are not available in 
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most parts of the world. Without a population census, the fre- 
quency of mental disorders cannot be determined. Studies of 
incidence and prevalence are difficult enough to carry out in 
countries like England or the United States where institutional 
facilities and trained personnel are available. Among primitive 
groups, accurately recorded observations and impressions are 
the most one can expect. Statistics in such studies must there- 
fore be treated with great caution. Furthermore, judgments ex- 
pressed and positions taken by various workers concerned with 
mental disease may themselves be determined by social values 
of which they may not even be aware. (13) 

Nonetheless, one cannot overlook the fact that from the 
eighteenth century right down to the present day students of 
mental illness have been preoccupied with the problems 
sketched above. Two questions appear over and over in writ- 
ings on the subject. One was “Is the number of the insane in- 
creasing?” And an answer to this question was at the same time 
also an answer to the question “Does civilization cause more 
mental illness than simpler stages of cultural development?” 
These questions imply a causal theory, namely, that social re- 
lationships and developments are deeply and significantly in- 
volved in the causal nexus which produces mental disease. Ex- 
amination of this theory in historical perspective may there- 
fore illuminate the current situation by enabling us to see its 
sources and how these may have determined our approach to 
the problém of mental illness and its causation. 


SoctAL OrpER AND MENTAL HEALTH 


The Enlightenment and the French Revolution dominate the 
thought of the eighteenth century on the connections between 
social relationships, social change, and mental disorder. In the 
intellectual climate of the Enlightenment, Design, Nature, 
Natural Law, Reason, and Happiness were key ideas. It was 
accepted as a basic premise that the world had been established 
by the Creator according to a definite plan, within which there 
were ordered ways of behaving. These ordered ways were the 
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laws of nature, which redounded to the glory of the Creator and 
the greater good of man. Indeed, the Creator had so designed 
the human body that it would flourish when it lived in harmony 
with its political and social environment, and conversely He 
had so framed the political order that human health was fos- 
tered by good social institutions. These views were sharply 
formulated and applied by Benjamin Rush, that remarkable 
exponent of the Enlightenment in America. In his “Inquiry 
into the Natural History of Medicine among the Indians of 
North America,” which was read before the American Philo- 
sophical Society in 1774, Rush observed that disease, political 
institutions, and economic organization were so interrelated 
that any general social change produced accompanying changes 
in health. (14) Twenty-five years later, in 1799, Rush pub- 
lished THree Lectures oN ANIMAL LiFe in which he reiterated 
this view. 

“In no part of the human species,” he said, “is animal life in 
a more perfect state than in the inhabitants of Great Britain, 
and the United States of America. With all the natural stimuli 
that have been mentioned, they are constantly under the in- 
vigorating influence of liberty. There is an indissoluble union 
between moral, political, and physical happiness; and if it be 
true, that elective and representative governments are most 
favourable to individual as well as national prosperity, it 
follows of course, that they are most favourable to animal 
life... .” (15) 

Rush applied this idea to a concrete case in his “Account of 
the Influence of the Military and Political Events of the Amer- 
ican Revolution upon the Human Body.” (16) Ostensibly this 
inquiry was intended to determine how conditions during the 
Revolution affected its friends or enemies. Actually, the find- 
ings were predetermined by Rush’s conviction that individual 
and social health depended on correct political principles. 

In general, good health fell to the lot of the revolutionists. 
“An uncommon cheerfulness prevailed everywhere among the 
friends of the Revolution. Defeats, and even the loss of relations 
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and property, were soon forgotten in the great objects of the 
war.” (17) More specifically, Rush observed among other find- 
ings that hysterical women who favored the Revolution were 
cured of their condition. Furthermore, “marriages were more 
fruitful than in former years and . . . a considerable number of 
unfruitful marriages became fruitful during the war.” (18) 
Finally, many persons who had been sickly were restored to 
perfect health owing to change of occupation or location as a 
result of war conditions. 

Sharply contrasted with the good health of the patriots was 
the mental and physical breakdown experienced by those Amer- 
icans who remained loyal to England. In many instances, they 
tended to suffer from a hypochondriasis, which was popularly 
called the “protection fever” and which Rush termed Revolu- 
tiana. It was called “protection fever” because it appeared to 
rise from the excessive concern of the Loyalists for the protec- 
tion of their persons and possessions. This basic cause was ac- 
centuated by such other factors as loss of power and influence, 
the suspension of the Established Church, changes in manners 
and diet as a result of inflation, and lastly the legal and extra- 
legal oppression to which the Loyalists were subjected. 

These effects upon the human body were produced through 
the medium of the mind. Thus, the patriots themselves were 
not necessarily immune to such conditions, and Rush observed 
that following the peace in 1783, the Americans, unprepared for 
their new situation, were affected by an excess of liberty. 

“The excess of the passion for liberty,” wrote Rush, “inflamed 
by the successful issue of the war, produced, in many people, 
opinions and conduct which could not be removed by reason 
nor restrained by government. For a while, they threatened to 
render abortive the goodness of heaven to the United States, in 
delivering them from the evils of slavery and war. The exten- 
sive influence which these opinions had upon the understand- 
ings, passion and morals of many of the citizens of the United 
States, constituted a species of insanity, which I shall take the 
liberty of distinguishing by the name of Anarchia.” (19) 
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In short, proper political stimuli, and a stable and ordered 
society were required for health. Mental health implied a so- 
ciety which would provide the proper stimuli and necessary con- 
ditions for well-being, and this was to be found in an agricul- 


tural economy (20) such as existed in the young American 
Republic. 


REVOLUTION, WAR AND MENTAL ILLNESS 


The views of Benjamin Rush are worthy of consideration for 
two reasons. For one thing, he called attention to the effects on 
mental health of acute social changes, and secondly he placed 
such phenomena in a theoretical context, derived partly from 
his medical, and partly from his social views. The impact of 
wars, revolutions, and similar phenomena as productive of men- 
tal illness is reported by other writers, some of whom cite Rush. 

Pinel attributed to the French Revolution an increase in the 
number of persons affected by psychoses. Marc-Antoine Petit 
of Montpellier reviewed the effect of the Revolution on public 
health, and considered: mental illness in this context. (21) 
While aware of the views of Rush, he is more circumspect in 
uncovering a causal connection between various morbid states 
and the social tensions and stresses created by the Revolution. 
Nonetheless, Petit likewise agreed that mental aberrations had 
apparently appeared in the wake of the revolutionary turmoil. 
The revolutions of 1848 in turn produced similar observations. 
Brierre de Boismont reported that immediately after the Feb- 
ruary events and the bloody June battles in Paris, a large num- 
ber of patients were admitted to the two institutions for which 
he was responsible. (22) Similarly, Hospital, physician to the 
Asylum at Clermont-Ferrand, claimed in 1875 that the Franco- 
Prussian War and the civil war that followed it in 1871 in- 
creased the number of cases of psychosis in France. (23) 

Another observation of this type was reported by Belgrave 
in 1867 from Denmark. “It appears,” he said, “that the evident 
decadence of Danish power of late years has so afflicted the na- 
tional sentiment as to induce a general gloom and melancholy. 
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The traveller may walk through Copenhagen without meeting 
a smiling countenance. A conviction pervades the Danish na- 
tion that it is doomed to absorption by Germany; and this feel- 
ing has induced a settled melancholy, which the universal well- 
being of the people and the excellence of their government only 
contribute to make more conspicuous. In social intercourse the 
destiny of the nation is constantly discussed and lamented. One 
result of this painful feeling is an increase in the proportion of 
lunatics to the general population. The predominating form of 
mental disease is melancholia, characterized in the majority of 
instances by a distressingly strong tendency to suicide.” (24) 

The interest of this observation resides as well in the implica- 
tion that the entire group is mentally ill, and that the psychotics 
are a product of a wide prevalent pathological condition. In 
turn, the conditions and the factors which lead to disease arise 
from or have been intensified by political developments, such as 
the decline of national power. Clearly, there is also an implica- 
tion in Belgrave’s observation that one approach to a possible 
understanding of the social etiology of mental disorders would 
be to consider the occurrence of psychoses in time and space. 
Actually, efforts of this type had already been undertaken 
earlier in the 19th century. One general line of development 
was the discussion of the connection between civilization and 
psychosis; the other was the endeavor to establish a thecry of 
epidemic disease on a historical basis, which would also take 
account of psychic epidemics. 


Psycuic EpipEmMics AND HisTorIcAL Process 


The latter position was most fully developed by Rudolf 
Virchow, in conjunction with his co-workers R. Leubuscher and 
S. Neumann. As an extension of his views on the relation of 
medicine to society, Virchow developed a theory of epidemic 
disease as a manifestation of social and cultural maladjustment. 
(25) Reasoning by analogy, he drew a parallel between the in- 
dividual and the body politic: “If disease is an expression of in- 
dividual life under unfavorable conditions then epidemics must 
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be indicative of major disturbances of mass life.” (26) The dis- 
turbances are socio-economic, for example, business depressions, 
unemployment, and the like. “Don’t we see that epidemics 
everywhere point to deficiencies of society?” Virchow asked. 
“One may point to atmospheric conditions, general cosmic 
changes and the like, but in and of themselves these never cause 
epidemics. They always produce them only where, because of 
poor social circumstances, people have lived for a long time un- 
der abnormal conditions.” (27) Virchow differentiated natural 
and artificial epidemics, basing the distinction on the degree to 
which cultural factors are interposed between nature and man. 

Artificial epidemics he considered as attributes of society 
which occur not only as a result of social contradictions, but 
also as significant manifestations of historical trends and devel- 
opment. Nodal points in history, periods of political and in- 
tellectual revolution, are marked by such outbreaks of disease. 
“History has shown more than once,” Virchow declared in Au- 
gust 1848, “how the fates of the greatest empires were decided 
by the health of their peoples or of their armies, and there is no 
longer any doubt that the history of epidemic disease must form 
an inseparable part of the cultural history of mankind. Epi- 
demics correspond to large signs of warning which tell the true 
statesman that a disturbance has occurred in the development 
of his people which even a policy of unconcern can no longer 
overlook.” (28) This train of thought was carried to its logical 
conclusion in 1849. “Epidemic diseases exhibiting an hitherto 
unknown character appear and disappear,” Virchow asserted, 
“after new culture periods have begun, often without leaving a 
trace. As cases in point take leprosy and the English sweat. 
The history of artificial epidemics is therefore the history of 
disturbances which the civilization of mankind has experienced. 
Its changes show us with powerful strokes the turning points at 
which civilization moves off in new directions. Every true cul- 
tural revolution is followed by epidemics, because a large part 
of the people only gradually enter into the new cultural move- 
ment and begin to enjoy its blessings.” (29) 
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Within his socio-historical theory of epidemic disease, Vir- 
chow included the psychic epidemics, a phenomenon and a con- 
cept in which interest declined and almost disappeared during 
the later 19th century under the influence of bacteriology and 
biological determinism, but in which interest has again been 
aroused in the present century. (30) Virchow pointed out that 
“The artificial epidemics are physical or mental, for mental dis- 
eases also occur epidemically and tear entire peoples into a mad 
psychotic movement. Psychiatry alone enables the historian to 
survey and understand the major fluctuations of public opinion 
and popular feeling, which on the whole resemble the picture of 
individual mental illnesses.” (30) While Virchow examined 
the relations of psychosis to contemporary emotional states, 
other physicians who shared his views to a greater or lesser de- 
gree investigated the same problem historically. Neumann re- 
fers approvingly to a work by Ideler on religious madness, and 
to Leubuscher’s adaptation of Calmeil’s study of psychosis over 
a period of four hundred years. “Both have demonstrated,” he 
wrote, “how the various forms of lunacy are essentially deter- 
mined by the contemporary state of civilization of a society.” 
(31) 

This discussion of psychic epidemics was stimulated by the 
appearance in Berlin at the time of a child who performed 
miracles. (32) It was alleged that this child could cure illness, 
and it was reported to have been visited by some 10,000 people 
daily among whom 3,000 to 4,000 “cures” were effected. Occur- 
rences of this type are not uncommon in history in the wake of 
military defeats or as a reaction to suppressed revolutions. 
Similar phenomena can be observed in Germany after the First 
World War, in England under Cromwell’s regime, or in Czarist 
Russia after the defeat of the 1905 Revolution. (33) Virchow 
explained this event as an abnormal expression of suppressed 
revolutionary energies that had not been discharged. His in- 
terpretation must be seen in terms of a concept of an “organic” 
historical process, clearly a concept with Hegelian overtones. 
Virchow tended in general to view the psychological reactions 
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observed during and after the 1848 revolution as a psychic epi- 
demic caused by interference with the historical process. (34) 

Unfortunately, this theory of psychic epidemics and its im- 
plications have never been explored in any systematic fashion. 
In our own time a few authors, among them Hellpach, Scheu- 
nert and Sigerist, have touched several limited aspects of the 
problem. (35) There is no doubt that such studies are beset 
with great difficulties; nevertheless, a thorough systematic 
study would be fruitful for an understanding of mental disease 
in time. 

Parenthetically, it is interesting and amusing to note at least 
one contemporary instance where an attempt was made to pin 
the label of mental disease on the 1848 democrats. The Athe- 
naeum of March 23, 1850, carried the following note: “In Ber- 
lin, a curious subject for a thesis has been found by a student in 
medicine, the son of M. Groddeck, the deputy, seeking his de- 
gree. M. Groddeck has discovered a new form of epidemic, 
whose virus has of late circulated throughout the Continental 
Nations with a rapidity contrasting strongly with the solemn 
and stately march of cholera. Its development, indeed, has been 
all but simultaneous in the great European Capitals, but we 
know not that it has before occurred to anyone to treat it 
medically. M. Groddeck’s thesis publicly maintained, is en- 
titled ‘De morbo democratico, nova insaniae forma’ (On the 
democratic disease, a new form of insanity). The Faculty of 
Medicine, with the usual dislike of Faculties of Medicine to new 
discoveries, refused admission, it appears to this dissertation, 
but the Senate of the University, on M. Groddeck’s appeal, re- 
versed their decision.” (36) 


MADNESS AND CIVILIZATION 


The element of bias is only too obvious in the designation of 
democratic beliefs as a form of mental disease. This is not un- 
like the practice of designating as mad those who do not agree 
with one, or who say or advocate things that seem bizarre or 
obscure. This judgmental aspect, while perhaps not so evident, 
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has also been present in the discussion of the relation between 
civilization and mental illness carried on for more than a cen- 
tury and ahalf. Despite such an element of bias, it has been the 
investigation of this problem which in a large sense has led to 
current studies on the epidemiology of mental disease, and the 
concern with social stress in the causation of such illness. 

Broadly speaking mental illness emerged as a proper subject 
for objective medical investigation in the 18th century. As 
asylums were created and data collected on the patients in 
them, the question was raised: Is insanity on the increase? The 
problem derived from a number of sources. For one, there was 
the nature cult of the 18th century which viewed the present 
as a degenerate retrogression from a golden age of natural vir- 
tue. Any further development of civilization was found to in- 
crease manifestations of degeneracy. Then, this was also the 
period of the early Industrial Revolution with its attendant 
evidences of social maladjustment. The alleged increase in the 
incidence of insanity was viewed as another aspect of this situa- 
tion, and physicians, philosophers, and others speculated on the 
question whether man would be able to adapt successfully to 
the increasing complexities: of society. Current viewers with 
alarm and prophets of impending doom are simply the most 
recent in a long line. The literature on the question of mental 
illness and civilization is large, and it will not be possible to 
consider every writer on the subject. Several have been chosen 
for discussion to illustrate the main lines of development. 

The situation in the early 19th century is well illustrated by 
two British authors, both of whom published works on mental 
illness in 1828. According to Sir Andrew Halliday, “The finer 
the organs of the mind have become by their greater develop- 
ment, or their better cultivation, if health is not made a part 
of the process, the more easily are they disordered. We seldom 
meet with insanity among the savage tribes of men; not one of 
our African travellers remark their having seen a single mad- 
man. Among the slaves in the West Indies it very rarely occurs; 
and, as we have elsewhere shown from actual returns, the con- 
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tented peasantry of the Welsh mountains, the western Hebrides, 
and the wilds of Ireland are almost free from this complaint. It 
is by the over-exertion of the mind, in overworking its instru- 
ments so as to weaken them, while the healthy functions of the 
body are, by a kind of reaction, interfered with, that insanity 
may be said to take place in a great number of instances; while, 
in others, it is the over-exertion of the bodily powers, and the 
derangement of the vital functions, that re-act upon the brain, 
and derange its operations.” (37) 

A different view was taken by George Burrows, who accepted 
the social causation of mental disease. He pointed out that 
“many of the causes inducing intellectual derangement, and 
which are called moral, have their origin not in individual pas- 
sions or feelings, but in the state of society at large; and the 
more artificial, i.e., civilized, society is, the more do these causes 
multiply and extensively operate. The vices of civilization, of 
course, most conduce to their increase; but even “he moral vir- 
tues, religion, politics, nay philosophy itself, and all the best 
feelings of our nature, if too enthusiastically incited, class 
among the causes producing intellectual disorders. The cir- 
cumstances influencing their occurrence are to be sought in all 
the various relations of life, in constitutional propensities, and, 
above all, perhaps in education.” (38) 

Among the social causes, he also calls special attention to 
situations of rapid change such as revolutions. “Insanity,” said 
Burrows, “bears always a striking relation to public events. 
Great political or civil revolutions in states are always produc- 
tive of great enthusiams in the people, and correspondent vicis- 
situdes in their moral condition; and as all extremes in society 
are exciting causes, it will occur, that in proportion as the feel- 
ings are acted upon, so will insanity be more or !: ss frequent.” 
(39) In this connection he refers to Pinel, Halloran, and com- 
ments on the writings of Benjamin Rush. 

Of considerable interest are his sharp remarks on the alleged 
absence of mental disease among uncivilized and primitive peo- 
ples. Repudiating this belief, he pointed out that the noble 





18 The Milbank Memorial Fund Quarterly 


savage, who “no rule but uncorrupted reason knew,” was actu- 
ally no more than a fiction. Furthermore, the reason why men- 
tally ill people were not found among primitive groups was that 
they were destroyed without hesitation. Men everywhere, Bur- 
rows concluded, were “liable, among other ills, to insanity.” 
But he was also aware that the evidence on many of the points 
which he considered was too vague to afford any conclusion. 
Not quite a decade later however, statistical data were be- 
coming available, so that W. A. F. Browne, medical superin- 
tendent of the Montrose Asylum, was able to cite them in sup- 
port of his belief that insanity was on the increase due to the 
development of mechanical civilization. (40) “By the calcu- 
lations of Sir A. Halliday,” he said, “which, although perhaps 
merely approximations to the truth, have the merit of being the 
only data we possess, it appears that the proportion of the in- 
sane to the sane population of Europe, is 1 to 1,000. In Wales, 
the proportion is 1 to 800, in Scotland 1 to 574. The Americans, 
so closely allied to us by descent, language, national character, 
and customs, it is computed by Dr. Brigham, present 1 lunatic 
in every 262 inhabitants. This disparity probably depends on 
the rapid acquisition of wealth, and the luxurious social habits 
to which the good fortune of our transatlantic brethren has ex- 
posed them. With luxury, indeed, insanity appears to keep 
equal pace. Nay the opinion has been hazarded, that as we re- 
cede, step by step, from the simple, that is savage manners of 
our ancestors, and advance in industry and knowledge and hap- 
piness, this malignant persecutor strides onward, signalizing 
every era in the social progress by an increase, a new hecatomb, 
of victims. . .. With civilization . . . come sudden and agitating 
changes and vicissitudes of fortune; vicious effeminacy of man- 
ners; complicated transactions; misdirected views of the objects 
of life; ambition, and hopes, and fears, which man in his primi- 
tive state does not and cannot know. But these neither con- 
stitute, nor are they necessarily connected with civilization. 
They are defects, obstacles which retard the advancement of 
that amelioration of condition towards which every discovery 
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in arts, or ethics, must ultimately tend. To these defects, and 
not to the amount of improvement, or refinement of a people 
is insanity to be traced.” (41) 

The question may be raised then, does insanity increase in 
consequence? To this problem, Browne addressed himself 
pointing out that it is one of the most interesting questions 
to be decided by statistics. While he believed that mental 
illnesses had increased, Browne admitted that “more careful 
examination is, without doubt required to establish the propo- 
sition.” (42) Furthermore, he considered the incidence and 
prevalence of insanity by social class (rich—poor) and by oc- 
cupation. While he inclines to the view that the wealthy and 
better educated groups were more likely to have more mental 
illness, here too he had to admit that “We do not possess sufhi- 
cient data to determine the relative proportions of the insane 
rich and the insane poor.” (43) At the same time, Browne dis- 
cussed the available statistical data, especially that of Esquirol, 
Georget, and other French psychiatrists. He raised questions 
concerning the validity of the data, the manner in which they 
were obtained and a number of other problems which still con- 
cern those who study the incidence and prevalence of mental 
disease. Finally, he dealt with the relation of political systems, 
social commotions, and the like to insanity. Observing that it 
was not the form of government which caused mental illness 
he went on to point out that it was rather “the mode in which 
it is administered, the social relations, the tranquility or the 
fluctuations in the habits, value of property and rank, the de- 
gree of prosperity, and the moral and religious condition which 
arise out of it, must obviously do so. In that state, then, be it 
monarchical or republican, in which the sources of moral agita- 
tion and excitement are most abundant, will the proportion of 
insanity be the highest.” (44) 

While the baneful effects of civilization were generally ac- 
cepted on faith or supported by statistics of dubious validity, 
observations were recorded which tended to contradict this 
view. When P. L. Panum made his observations on measles 
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during an epidemic in 1846, he also recorded some observations 
on the mental health of the population. “Since it has been 
proved,” he wrote, “that the frequency of mental diseases is 
generally in direct proportion to civilization and its accompany- 
ing social collisions, it might be surmised that these diseases 
are extremely rare on the Faroes, inasmuch as civilization has 
certainly not attained a high degree there, and the social col- 
lisions so agitating to the mind, under the patriarchal condi- 
tions which prevail, are proportionately very few. But on the 
contrary, there is hardly any other country or indeed any 
metropolis, in which mental diseases are so frequent in pro- 
portion to the number of people as the Faroes.” (45) 

Despite such discrepant observations, however, the view per- 
sisted that insanity must be increasing because society was 
becoming more complex. Even where there was a clear aware- 
ness that the data necessary for a valid judgment were lacking, 
confirmation was sought by reasoning. Edward Jarvis, an 
American physician, who was very active in the reform of 
mental institutions as well as in related matters, wrote in 1851 
that “it is impossible to demonstrate, whether lunacy is increas- 
ing, stationary, or diminishing, in proportion to the advance- 
ment of the population, for want of definite and reliable facts, 
to show, how many lunatics there are now, and still less to 
show, how many there have been at any previous period. 
Wanting these two facts, we cannot mathematically compare 
the numbers of insane or their proportions to the whole people 
at any two distinct periods of time, and thus determine . 
whether lunacy increases or retrogrades.” (46) 

But since the facts were not available or adequate to answer 
the question, he turned to an examination of the causes of 
mental illness to see “whether the causes are more or less abun- 
dant, and act with more or less efficiency now than formerly, 
and are likely to produce more or less lunacy.” (47) Since 
the causes derived from mental overexertion, insecurity, social 
maladjustments, and the like, Jarvis was able to support his 
belief. Thus, he concluded: “Insanity is then a part of the 
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price we pay for civilization. The causes of the one increase 
with the developments and results of the other. This is not 
necessarily the case but it is so now. The increase of knowl- 
edge, the improvements in the arts, the multiplication of com- 
forts, the amelioration of manners, the growth of refinement, 
and the elevation of morals, do not of themselves disturb men’s 
cerebral organs and create mental disorder. But with them 
come more opportunities and rewards for great and excessive 
mental action, more uncertain and hazardous employments, 
and consequently more disappointments, more means and prov- 
ocations for sensual indulgence, more dangers of accidents and 
injuries, more groundless hopes, and more painful struggle to 
obtain that which is beyond reach, or to effect that which is 
impossible. 

“The deductions, then, drawn from the prevalence and 
effects of causes, corroborate the opinion of nearly all writers, 
whether founded on positive and known facts, on analogy, on 
computations or on conjecture, that insanity is an increasing 
disease. In this opinion all agree.” (48) 

Similar views are to be found in England, Germany, and 
other countries. For example, John Hawkes, assistant medical 
officer to the Wilts County Asylum wrote in 1857: “I doubt if 
ever the history of the world, or the experience of past ages, 
could show a larger amount of insanity than that of the present 
day. It seems, indeed, as if the world was moving at an ad- 
vanced rate of speed proportionate to its approaching end; as 
though, in this rapid race of time, increasing with each revolv- 
ing century, a higher pressure is engendered on the minds of 
men and with this; there appears a tendency among all classes 
constantly to demand higher standards of intellectual attain- 
ment, a faster speed of intellectual travelling, greater fancies, 
greater forces, larger means than are commensurate with 
health.” (49) These in turn are linked to other causes such 
as ill health, financial embarrassments, over-anxiety, excessive 
application to business and the like, causes that are not re- 
stricted to the upper classes of society. Indeed, Hawkes 
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stresses the need for a wider field of study which would embrace 
as well “the middle and the lower walks of life.” (50) 

This belief in the rising tide of madness is a theme that is 
played with numerous variations. In Germany, Wilhelm Gries- 
inger asserted that different nations were variously predisposed 
to mental health. Yet, he too felt that overall mental illnesses 
had actually increased. Griesinger did not accept political in- 
fluences as a cause of insanity, but considered them as a factor 
in providing the symptom content manifested by patients. But 
while he accepted the position that the advance of civilization 
had brought about an increase of insanity, he was equally a 
product of his time in his belief that this adverse result was 
balanced by progressive consequences of civilization. (51) 

Ackerknecht has made the provocative suggestion that the 
belief in a progressive increase of insanity during the 19th cen- 
tury is an aspect of the belief in progress, that the belief was 
firmly held even when there was no firm basis in fact because 
the greater prevalence of mental illness was evidence of more 
advanced civilization, since civilization was considered a basic 
element in its causation. As Jarvis put it, insanity was the 
price paid for the high level of civilization attained by 19th 
century Western European culture as a consequence of the In- 
dustrial Revolution. In this sense, the problem of mental ill- 
ness was no different than the contemporary problems of 
physical disease. 

The consequences of this position were recognized by Hawkes 
when he proposed a preventive program for community mental 
health. Mental hospitals, though necessary, he pointed out, 
will not check the spread of mental disorders. To achieve this 
aim prevention is required. Just as “we appoint officers of 
public health,” he continued, “whose business it is to hunt out 
fever and contagious maladies, the offspring of ignorance and 
neglect, and to trace them to their lair, and to strangle them 
at birth, . . . let us think . . . how the same principles of pre- 
vention may be applied to diseases of the mind.” (52) Action 
toward this end must be organized on a community basis, 
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making use of “resources among all classes of society.” The 
basis of a preventive program must be a social structure devoid 
of stresses and maladjustments, in which all classes receive 
their proper due, and where it is recognized that the basis of 
society is “formed by the stout hearts and strong arms of the 
mass of labouring poor.” (53) The consequences which follow 
from these premises provide the specifics of an action program. 
“Let us . . . endeavor to promote mental sanitary reform,” 
Hawkes proposed, by “combining to introduce those changes 
in the social condition, more especially of the working classes, 
by which that high pressure system, so prejudicial to the health 
of the mind, shall be slackened, and the strain which it occa- 
sions relaxed. Let these people have those proper periods for 
repose and recreation, without which man becomes a mere 
machine. Let the hours of labour be abridged, and let child- 
hood no longer share the curse of the fall. Let the multitudes 
who have not the means or opportunities of learning from 
books, be instructed by public teachers the first principles of 
mental as well as physical hygiene.” (54) 

Clearly, by the middle of the 19th century the problem of 
mental disease, in terms of incidence, prevalence, trend, causa- 
tion, prevention, and community action, had been broached, 
and various aspects with which we are today concerned had 
been examined in some respects. Many of these questions 
clearly could not be settled due to inadequate knowledge and 
techniques. Yet the theories and points of view which were 
put forth are still with us, are still being discussed and ex- 
amined. One widely accepted theory was that mental disorder 
was in some way related to social instability and maladjust- 
ment. Within this broad theoretical framework, attention was 
focused on the element of rapid social change as an important, 
possibly basic causal factor. In a period of rapid industriali- 
zation, this is hardly surprising. And while the alleged increase 
of insanity was considered an almost inevitable concomitant, 
there were voices raised to question whether the price was actu- 
ally necessary or worthwhile. Finally, the problem of differen- 
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tial social incidence and prevalence was formulated, and 
thought was given to ways of investigating it so as to throw 
light on the causation of mental disorder. 

Considering whether or not insanity was on the increase, 
Edgar Sheppard, in 1873, wrote that “Apart from statistical 
evidence (which is often very untrustworthy), our inclination 
to one side or the other will be much coloured by the meaning 
which we attach to that conventional term ‘civilization.’ If it 
implies all that our optimists say it implies—the practice of all 
the virtues and a greater capacity for all that is good and noble 
—then you will be disposed to hold to the opinion that insanity 
cannot be on the increase. But there is another side to the 
picture. To me, .. . ‘civilization’ may but express wear and 
tear, and high pressure. And the product of these is deteriora- 
tion of nerve-tissue, and general impairment of our material 
organizations . . . civilization is really a term singularly inexact 
and indefinite, and admitting of great latitude of interpretation. 
It involves an improvement, no doubt, of the social wheat; but 
there is to be considered also its inevitable correlative—a 
frightful multiplication of the social tares. If our schools and 
seminaries, and hospitals and churches have multiplied, so also 
have our casinos and gin-palaces, and betting-rings; the whole 
area of speculation is a hundred-fold enlarged; all the energies 
of life are multiplied and intensified; and men shriek at each 
other on the Stock Exchange who used to converse in quieter 
and less ‘civilized’ times.” (55) 

Sheppard then proceeded to discuss the problem of differen- 
tial prevalence. “There has been a great difference of opinion,” 
he wrote, “as to whether insanity is more frequent in the male 
or in the female, and the large aggregation of women in our 
different asylums has led to a belief that they are more ob- 
noxious to mental alienation than ourselves. But a source of 
fallacy is obvious; existing cases do not represent occurring 
cases. Women do not die, and do not recover as we do; hence 
they accumulate. It is pretty certain that the occurring cases 
in the two sexes are about equal; perhaps an excess slightly 











Some Origins of Social Psychiatry 25 


obtains in the males. Insanity occurs more frequently between 
the ages of 30 and 40 than any other decade. It is more fre- 
quent in the summer than in the winter months, and among 
the agricultural than the tewn populations. Regarded super- 
ficially the latter circumstance is somewhat puzzling, and in 
contradiction to what one would naturally expect. The vices 
and wear and tear of great cities, with all the attendant evils 
of dense gregariousness, would seem to invite disease in a larger 
ratio than in the country.” (56) Furthermore, he pointed out, 
the agricultural population was worse fed than the urban in- 
habitants, their occupation did not provide adequate intel- 
lectual stimulation, and that the children were starved and 
stunted. Consequently, they tended to suffer from dementia 
and imbecility. Here was a clear hint that an approach to a 
possible understanding of the relation of social factors to 
mental disorders would be to consider the distributions of 
various mental illnesses in time and space, and to see how they 
were connected with the characteristics of various population 
groups. 

Studies of this kind began to make their appearance toward 
the end of the 19th century in the United States and in Eng- 
land. The transitional character of these analyses is evident in 
the review, in 1887, by Judson B. Andrews of the distribution 
of the insane in the United States. “In the northern belt,” he 
said, “the New England states take the lead with one insane 
person to every 359 of the inhabitants. This decreases till we 
reach the newer States and Territories, with one insane person 
to every 1,263 inhabitants. . . .These figures emphasize the 
statement that the pioneers of our newer settlements are the 
more hardy and vigorous citizens, and that the feeble and de- 
pendent are left in their former homes, to enjoy the comforts 
of the hospitals and asylums, which are the special growth of 
the older civilization.” In this connection he also discussed the 
occurrence of mental disease among Negroes. “In the negro 
race,” he said, “the proportionate increase of insanity is far 
greater than in any other division of the population. From 
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1870 to 1880 there was an increase in the census of the colored 
race of 34.85 per cent, while for the same period there was an 
increase of 285 per cent of the insane. This large multiplication 
has occurred since emancipation from slavery and the conse- 
quent changes in conditions and life. The causes are briefly 
told: enlarged freedom, too often ending in license; excessive 
use of stimulants; excitement of the emotions, already unduly 
developed; the unaccustomed strife for means of subsistence; 
educational strain and poverty. The total census of the other 
colored races is 172,000, with 105 insane, or one insane person 
to every 1,638. The small percentage of insane among the 
aborigines and Chinese is fully in accord with the observations 
of writers upon the causes productive of mental disease. There 
is much less of the refinement of civilization; less competition 
and struggle for place, power or wealth, and as a consequence, 
less tendency to mental deterioration.” (57) 

Andrews’ discussion contains in essence the elements of the 
ecological study of mental disorder, which in our own time has 
been and is being vigorously pursued. His theory of a gradient 
from the frontier to the older settlements is derived from stud- 
ies carried out by A. O. Wright in 1881 in Wisconsin. Present- 
ing the results to the National Conference of Charities and 
Correction in 1884, Wright had said “Having made a census 
of the insane under public care in Wisconsin, the writer, on 
reducing the number by counties to the ratio to the population 
of the several counties, was astonished to find here a general 
law: That the older settled counties had the largest ratio of 
insane to the population, and that the ratio steadily decreased 
and reached the smallest ratio in the pioneer counties on the 
north. This seemed to show that a new country has a smaller 
proportion of insanity than an old country.” (58) Wright be- 
lieved that this law is due to the circumstance that new settle- 
ments are made by a selected population, mostly young and 
middle-aged people sound in mind and body. However, in the 
second generation, all the varied and complex causes that pro- 
duce mental disorders are at work. At the same time, he also 
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said: “It is often claimed that insanity is a disease of civiliza- 
tion, and that it is increasing because civilization is increasing. 
This I think to be a mistake.” (59) 

The differential approach to the study of mental illness was 
carried further in the 20th century along the lines previously 
indicated. In 1902, Daniel G. Brinton, professor of American 
archaeology and linguistics at the University of Pennsylvania, 
in a study of ethnic psychology, differentiated certain mental 
disorders as characteristic of the lowest stages of culture, while 
others belonged to civilized groups. “It is a popular error in 
scientific circles that diseases of the nervous system increase 
with civilization,” he wrote. “The opposite is true. The lowest 
stages of culture are far more pathological than the higher, in 
this, as well as in most respects. True that certain neuroses 
belong to cultured peoples; but morbid emotional states are 
especially prevalent in lower conditions.” (60) On the other 
hand, “Diseases of nervous and mental exhaustion belong ex- 
clusively among nations of advanced culture.” (61) 

Basing himself upon the studies of Wright, William A. White, 
in 1903, contended that “insanity increases in proportion as 
the stresses incident to the struggle for existence become mental 
stresses... .” (62) He illustrated this view by the statistics 
obtained from the newly-settled American states. As the cru- 
cial point he cited the mining states of the West, such as Cali- 
fornia, where the prevalence of mental diseases was higher. In 
this connection, it is worth noting a study of insanity and 
suicide published by Pilgrim in 1906. This author found that, 
for the years 1900-04 the suicide rate in 50 large American 
cities varied from 16 to 20 per 100,000. During the same period, 
in San Francisco suicides occurred at the rate of 50 to 72 per 
100,000. San Francisco at that time differed from other cities 
through its excess of males, its high percentage of foreign-born, 
and its general social character which was still close to the 
frontier. (63). 

During this period, a number of studies with similar ap- 
proaches appeared in Great Britain. Among these may be 
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mentioned those by J. F. Sutherland (1901), W. R. MacDer- 
mott (1908), and W. R. Dawson (1911). (64) Illustrative is 
MacDermott’s article. He raised the pertinent question 
whether the variation in rates in different districts of Ireland 
does not undermine the commonly held opinion that insanity is 
inherited. He compared the rates for districts of Ireland in 
which the same families had resided for several generations. 
Thus he had a constant population factor, and was able to turn 
attention to other elements in the situation. 
Contemporaneously, in Germany, Hellpach endeavored to 
link social class with certain forms of mental illness. (65) He 
differentiated the psyche of the proletariat and the bourgeoisie, 
and endeavored to show what forms of mental illness were to 
be observed in each social class. Thus, he considered certain 
neuroses as characteristic of the middle class and attributed 
them to changes in middle class culture. Hellpach laid special 
emphasis on materialism as a value which led to degenerative 
consequences, as well as on the insecurity in the bourgeoisie 
which derived from the militancy of the proletariat. One must 
recall that this was a period (1906) when the German Social 
Democratic Party had almost reached the apogee of its power, 
and even dreamed of achieving power on an elective basis. 
Again, it is evident how non-scientific elements intertwine with 
scientific problems. Yet, at the same time, such a study points 
to an aspect of the problem of stress and mental illness which 
apparently has not received as much attention as it deserves. 


CoNCLUSION 


This brings us to a summation of the subject which has been 
presented in a broad overview. From the 18th century to the 
present there has existed the concept that social stress is in 
some way related to the causation of mental illness. The whole 
problem of civilization and insanity revolves around this con- 
cept. It is also clear that approaches to the elucidation of the 
problem have been colored by various non-scientific views and 
considerations. In short the analysis of this problem must be 
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considered in terms of the sociology of knowledge as well as an 
aspect of history of psychiatry. Furthermore, let us remember 
that this applies as well to current work in this area. At the 
same time, within this social context there has gradually 
emerged a more sharply focused approach based on the ability 
to distinguish and to define apparently relevant variables. For 
example, it is certainly true that in broad outline cultures vary 
widely in their responses to such stressful conditions as epi- 
demics, wars, technological and economic upheavals, and psy- 
chological deprivations. Whatever ways men use to defend 
themselves against stress will in general reflect the answers 
favored by their culture to certain human problems. (66) Cul- 
tural influences on psysiology can be demonstrated in several 
ways @.g. variations in nutrition and body manipulation, 
through attitudes toward injury and disease, and through the 
effects produced in the internal milieu of the organism by 
stress applied to it through cultural channels. Fischer and 
Agnew have suggested the concept of a hierarchy of stresses, 
and this may be illustrated by Groen’s work with Jewish pa- 
tients with ulcers before, during and after World War u. The 
patients lost their symptoms in concentration camps where the 
new stresses were objectively far greater, but had them back 
after their release and return to their more normal life. (67) 
What this means is that the development of further research 
requires the linking of epidemiological studies with studies of 
the physiological and psychological relations of the variables 
isolated by the former. Studies on one level are not enough. 
Research is needed on several levels and along various axes in- 
cluding that of time. The historian may be able to contribute 
perhaps in a small way by clarifying some of the contemporary 
issues in terms of their background and by suggestion of certain 
linkages that may not otherwise be apparent. 
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SOME PROBLEMS IN THE COLLECTION AND 
ANALYSIS OF MORBIDITY DATA OBTAINED 
FROM SAMPLE SURVEYS 


Ann CARTWRIGHT® 


HIS is a discussion of problems considered in formulat- 

ing questions to elicit information about ill-health. The 

biases of different methods are considered and a method 

of analyzing the data collected in an inquiry utilizing a par- 

ticular set of questions is described. A comparison is made 

between the results obtained in this inquiry and those from 

the Survey of Sickness (1), and the probable effects of the two 
different methods on the results are discussed. 


Score oF Tu1s SAMPLE SURVEY 


This survey was part of a larger research program that was 
undertaken by the Public Health Department of the London 
School of Hygiene and Tropical Medicine. The broad aim of 
the whole project was to study people’s use of the different 


parts of the National Health Service. The study was carried 
out in a relatively small area so that material could be col- 
lected from several sources about the different aspects of the 
problem. The area chosen was a post-war housing estate just 
outside London. The estate had a population of about seven- 
teen thousand. As in many other new housing estates, the pop- 
ulation was relatively young with a high proportion of chil- 
dren and few elderly people (2). 

A family morbidity survey was designed as part of this re- 
search project. Its aims were to supplement information ob- 
tained from various records, and also to present a picture of 
the problems of ill-health and the success of the health services 
in solving these problems, as seen from the viewpoint of the 
individuals and families concerned. The sample for this study 
was composed of the families and individuals living in a 

+ Department of Public Health and Social Medicine, University of Edinburgh. 
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randomly selected three-sixteenths of the dwellings on the 
estate. We aimed at interviewing, personally, all the adults? 
in this sample of dwellings on two occasions (3), at an interval 
of four weeks. 

In addition, mothers of school and pre-school children were 
to be interviewed about their children on two other occasions, 
also at an interval of four weeks. 

The morbidity survey was conducted during the period from 
May, 1954 to February, 1955. 


AIMs AND DIFFICULTIES IN FORMULATING THE QUESTIONS 


At the first interview we wanted information about people’s 
health at that point in time. We thought of this as including 
not only illnesses which were present at the time, but also re- 
current conditions to which people believed they were subject. 
For each of these conditions, we wanted to know such things as 
when it first started, whether it caused much pain or discom- 
fort, what treatment and advice had been received for it, and 
whether the individual was satisfied with the treatment re- 
ceived. At the second interview we concentrated on events 
that had occurred between the two interviews: new illnesses, 
and incapacities and also the consultations, and any medicines 
which had been taken during that time. The various consulta- 
tions and medicines were related to particular illnesses by ask- 
ing what illnesses they were for, and any condition disclosed 
at this stage that had not been reported previously was re- 
corded. 

At the first interview, however, we were anxious to avoid 
formulating any criteria of illness based on incapacity, or con- 
sultation, or medication in asking about people’s health at that 
time. We wanted to obtain an index of morbidity that did not 
depend on people’s use of the health services or on whether 
they had spent time in bed or stayed away from work. 

It is perhaps worth expanding this point so that we can con- 
sider the advantages and disadvantages of the methods we ac- 


* This we defined simply as people aged 15 or more who had left school. 
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tually used against those of other possible methods. If, for 
example, we had asked only about illnesses for which a general 
practitioner had been consulted, that measure of morbidity 
would have been open to the objection that some people will 
consult a doctor about an illness for which other people would 
not. Whether or not a person consults his doctor about a 
particular complaint will depend on such things as his estimate 
of what the doctor can do for his illness, his fear of what he 
may be told, his dislike of treatment, his need of a certificate, 
his past experience of general practitioners, his relationship 
with his present physician, the time he has to wait in the sur- 
gery, his estimate of the severity of possible consequences of 
his illness, his tolerance of pain or discomfort, etc. All these 
factors mean that the amount of use made of general prac- 
titioners may not be directly related to the existence of morbid 
conditions. 

Again, if we had taken as our criteria certain degrees of in- 
capacity, staying in bed or stopping away from work or school 
or not going out of doors, this would mean in effect very dif- 
ferent things for the housewife with young children, the elderly 
retired man living on his own, the adolescent girl in her first 
job, and so on. 

In addition, if we had taken either of these criteria—consul- 
tation with a doctor or a certain degree of incapacity, we would 
not have been told about a number of conditions in which we 
were, in fact, interested. We wanted to compare the varicose 
veins for which people consult the doctor with those they do 
not, and we wanted to compare the people who acted in these 
different ways. 

Once we rejected these various objective criteria for defining 
an illness we were confronted with other problems and diffi- 
culties. Whether a person reports an illness to an interviewer 
will be influenced by such things as his impression of the pur- 
pose of the inquiry, his relationship with the interviewer, his 
attitude toward ill-health, his ability to express his opinions, 
and of course, on the actual questions asked. 
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Our aims in formulating the questions to be asked at the first 
interview in order to elicit illnesses were, then, first of all to 
indicate the level of ill-health in which we were interested, and, 
thus, to minimize, we hoped, the effects of people’s different 
ideas and expectations about health and disease on the way in 
which they reported illnesses here, then to stimulate people to 
think about their own health in these terms, and finally to 
overcome some of the difficulties which people experience in 
expressing their ideas about illness. 

In attempting to do this we decided to ask first about chronic 
illnesses and complaints to which the person had been subject 
at some time during the preceding twelve months. Secondly, 
we asked about physical disabilities. (We asked about these 
specifically because we felt that people with such conditions 
might not regard them as an illness and would otherwise not 
have mentioned them.) After that we asked about other ill- 
nesses, injuries, or minor complaints which were present at the 
time. Finally, we read out a list of forty or forty-one condi- 
tions and asked if they had any of these at the time or if they 
were subject to them. We varied the order in which these con- 
ditions were presented in four different ways, alphabetically, 
then top to bottom and ends to middle, so that the first order 
was 1,2... 40; the second order was 40, 39... 1; the third was 
20,19... 1, 40,39...21; andthe fourth order was 21, 22... 
40,1,2... 20. 

The conditions listed were: backache, breathlessness, catarrh, 
colds, constipation, coughing, depression, diarrhoea, dizziness, 
eyestrain or other eye trouble, faintness, fever, fits, headaches, 
indigestion, kidney trouble or trouble passing water, loss of 
appetite, loss of weight, nerves, night sweats, painful or swollen 
joints, pains in the chest, palpitations or thumping heart, pa- 
ralysis or weakness in any limb or other part of the body, piles, 
rashes or itches, rheumatism, running ears or earache, running 
sores or ulcers, sleeplessness, stomach pains, swelling of the 
ankles, swelling or lump in any part of the body, trouble with 
teeth or gums, undue irritability, undue tiredness, unusual 
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bleeding from any part of the body, varicose veins, vomiting, 
weak or painful feet and for women, women’s complaints. This 
list provides a fairly clear indication of the level of ill-health in 
which we were interested. It is also fairly comprehensive in 
that most symptoms come under one of the items and there are 
not very many morbid conditions which are not generally asso- 
ciated with one or more of these items. Such symptoms as 
headaches, indigestion, or undue tiredness might be regarded 
by some people as relatively minor, but apart from the fact that 
we wanted information about such things, there is also the 
problem that if we had not asked about such things specifically, 
some people would have reported them and others, who also 
had them, would not. We would have obtained an index of 
“willingness to talk about illness” rather than an index of 
morbidity. However, by asking directly about certain selected 
diseases and symptoms, we have created other difficulties, 
principally a bias towards reporting those particular condi- 
tions. 

It seems relevant here to discuss what other methods we 
could have used to stimulate people to think about their ill- 
health. 

One of the possibilities was to list, not diseases or symptoms 
but different parts of the body. This was done to a certain ex- 
tent on the Survey of Sickness (1). People were asked “Have 
you anything wrong in the way of colds, catarrh, or nose or 
throat troubles or anything wrong with your eyes, ears, teeth, 
headpains, chest, heart, stomach or indigestion, liver, kidneys, 
bowels or constipation, legs, feet, hands, arms or rheumatism, 
skin complaints, infectious diseases or anything wrong with 
your nerves?” Women were also asked whether they had any- 
thing wrong in the way of women’s complaints. So many ac- 
tual conditions were introduced that the avoidance of bias by 
not asking about particular conditions was lost, and this was 
the main advantage of the method, from our point of view. It 
seems likely that if a “pure” list of parts of the body were to 
be tried out, it would be found that people do not think in 
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those terms. A cold is not something wrong with their nose or 
throat but a cold. 

The way people think about their illnesses was the reason for 
discarding another suggested solution to this problem—that 
we should ask only about symptoms not about specific diseases. 
This had the attraction that symptoms such as pains, lumps, 
itches, etc., are things that an individual should be able to re- 
port reliably, whereas when it comes to reporting say rheuma- 
tism the informant is making a diagnosis which may or may 
not be justified. But here again we found that the neat theo- 
retical solution did not work out in practice. When asked 
whether they had or were subject to painful or swollen joints, 
some of the people who said “no” later reported rheumatism, 
and, when asked how this affected them, said “my knee is swol- 
len” or “my wrist is painful.” Now it may be that they did not 
understand what a joint is, but it may also be that once a com- 
plaint has been diagnosed and labelled medically it ceases to be 
thought of as a symptom. People fail to recognize their rheu- 


matism in a question about swollen and painful joints. 


THE CLASSIFICATION OF SELF-REPORTED ILLNESSES 


One of our main interests was in the actions people had taken 
or not taken about their various complaints, and, to some ex- 
tent, this would depend on whether they felt the various condi- 
tions they had reported were related. What people do about 
a cough that is associated with bronchitis is likely to be rather 
different from the action they take about a cough which is not 
associated with any other symptoms and is attributed to smok- 
ing. In addition it might often be unrealistic to ask about the 
action taken for each component of a composite condition. 
Therefore, we decided that our unit of illness would be any 
group of conditions which the informant regarded as being re- 
lated. So, when the informant reported a second or subsequent 
condition, the interviewer asked whether it was connected with 
anything mentioned before, and if the informant thought it 
was, it was recorded as being part and parcel of that illness. 





The Collection and Analysis of Morbidity Data 39 


In addition, for each reported condition the informant was 
asked first “how does it affect you?”, and any symptoms men- 
tioned here were recorded as part of that illness. Then he was 
asked, “what do you think is the cause?”, and occasionally, 
when the initial response had been to a symptom on the check 
list, an informant mentioned at this time what might be called 
a major disease. 

Some examples of conditions which informants associated 
together and which we therefore treated as a single illness were: 


(a) Undue tiredness associated with headaches which made the 
person irritable and was attributed to the journey to work. 
(b) Coughing causing breathlessness and attributed to asthma. 
(c) Piles associated with constipation and said to be causing 
stomach ache and attributed to having children. 

(d) Weak and painful feet associated with rheumatism which 
also caused backache and was attributed to living in a damp 
house. 


From this type of information, we coded three things for each 
illness: 


1. The Main Diagnosis. This could have been reported ini- 
tially as a condition or as an associated symptom or as a cause, 
but each illness could have only one diagnosis, and the selec- 
tion of the appropriate one was based on a system of priorities 
which is described below. A modified version of the Inter- 
national Statistical Classification of Diseases and Injuries and 
Causes of Death was used. : 

2. Certain Associated Symptoms or Conditions. These were 
the 41 items on our check list, and as many of these as were 
mentioned were coded here. (We multi-coded 4 columns of 
a Power-Samas card.) 

3. The Cause, for which a code was devised from the an- 
swers given. It covered 21 different things, including the 
weather, the war, work, and childbearing, and one code indi- 
cated when the reported cause had in fact been coded as the 
main diagnosis. 
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METHOD OF SELECTING THE MAIN DIAGNOSIS 


Where a single condition was reported, the problem was 
straightforward. Where two or more conditions were related, 
and were therefore regarded as a single illness, the system of 
priorities adopted for selecting the main diagnosis was as fol- 
lows: 


1. If only one condition was classifiable under disease groups 
1-15 or 17 in the International Classification the others falling 
in group 16, symptoms and ill-defined conditions, the defined 
condition was taken as the main diagnosis. 

2. Where two conditions were associated and both fell in 
groups 1-15 or 17 the criteria as to which should be taken as the 
main diagnosis were: 


a. If one condition was included in our check list and the 
other was not then the condition not on the check list was 
taken as the main diagnosis. In this way both conditions 
were included in the description of the condition, one as 
the main diagnosis and the other as an associated condi- 
tion. 

b. If one condition, in the general concensus of medical 
opinion, could be considered as causing the other or as 
being more severe than the other, then it was taken as the 
main diagnosis. Examples of this were: : 


Associated Conditions Main Diagnosis 


Bunions and Corns Bunions 
Blood Pressure and Menopause Menopause 
Overweight and Thyroid Thyroid 
Conjuctivitis and Hayfever Hayfever 


c. If neither 1 nor 2 applied then the condition which ap- 
pears first in the International Classification list was coded 
as the main diagnosis. 


3. Where an illness consisted of two or more conditions all 
of which fell in the group of “symptoms and ill-defined condi- 
tions” we used an order of priority which corresponded in gen- 
eral to the order of the International list. 
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SOME METHODOLOGICAL IMPLICATIONS OF THE RESULTS 


With these questions, and this definition of an illness, an 
average of 2.9 illnesses per person was reported by adults at 
the first interview of the survey. Nearly three-quarters of 
these illnesses were elicited only after the question listing 40 
or 41 symptoms or diseases. (Table 1.) Nearly half of the 
illnesses which were reported at this question were recurrent 
but not present at the time of interview. They tended to 
be chronic illnesses, in that 55 per cent first occurred over 


Table 1. Certain characteristics of illnesses reported by adults at different questions at the 
first interview. 
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five years before the interview, and only 15 per cent in the 
previous year and 3 per cent in the previous month. It should 
be remembered however that all these had been present at 
some time during the previous year. A quarter of them were 
said to cause a lot of pain or discomfort and a general practi- 
tioner had been consulted about nearly half of the conditions 
reported at this stage of the interview. 

Each illness was associated with an average of 1.6 conditions 
on the check list and adults reported an average of 4.7 of these 
check list conditions per person. Examples of the effect of 
associating conditions together in this way are given in Table 
2 which shows the proportion of various conditions on the 
check list which were (a) reported and (b) classified as the 
main diagnosis. 

Two-thirds or more of the reported cases of breathlessness, 
cough, sleeplessness, and backache were associated with other 
more serious conditions, in that the other condition became the 


Table 2. Proportion of various conditions on the check list which were coded 
as the main diagnosis and the most frequent diagnoses in other cases. 
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Catarrh 

Nerves, Menopause 

Heart Trouble, Tuberculosis, 
Asthma, Obesity, Menopause 
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main diagnosis under our system. The most frequent diag- 
noses when the condition on the check list was not taken as 
the main diagnosis is shown in the final column of the table. 
This illustrates our system of priorities. If a cold was asso- 
ciated with bronchitis, tonsilitis or hay fever, one in the latter 
group became the main diagnosis but if it was related to 
catarrh or cough then the main diagnosis was a cold. Similarly 
piles were subordinated to complications of pregnancy or the 
puerperium but became the main diagnosis when only asso- 
ciated with constipation. 

In 5 per cent of the illnesses, the main diagnosis as coded had 
been reported initially as the cause of associated conditions. 
In this group the most frequent diagnoses were the menopause, 
disorders of menstruation, obesity or overweight, complica- 
tions of pregnancy and blood pressure. 


COMPARISON WITH THE SURVEY OF SICKNESS 


The illness rates obtained on our inquiry appear relatively 
high and it therefore seemed worth while to make a compari- 
son with another somewhat similar survey in an attempt to 
see how far this higher rate can be explained by the different 
methods used. 

The Survey of Sickness was carried out from 1943-1952 and 
during this period monthly samples of adults in England and 
Wales were questioned about their health in recent months.* 
We can thus compare the number of illnesses reported as being 
present during a particular month in this Survey with the 
number of illnesses present during the four weekly periods in our 
Family Health Survey. Our figures are based on information 
supplied by adults who were interviewed twice and include 
all illnesses reported at the second interview as well as those 
illnesses which were reported at the first interview and said 
to have been present at any time between the first and second 
interviews. 


*Up to 1951 the sample was drawn from the National Register and included 
adults aged 16 years and over. The size of the monthly sample varied from 2,500 to 
4,000. A multi-stage sample was used, the details of which are given in Reference 1. 
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The main differences in the methods of the two inquiries are 
set out in Table 3, and the illness rates for different age and 
sex groups in each survey in Table 4. 

The illness rates on the present inquiry were greater than 
those on the Survey of Sickness for all age and sex groups, 
even though on the latter inquiry all conditions and symptoms 
are said to have been treated as separate illnesses. How far 


this happened in practice may perhaps be questioned. Inter- 
viewers are more likely to do the practical and apparently rea- 
sonable thing than to obey instructions from Headquarters 
implicitly especially if they regard these as being rather theo- 
retical and divorced from reality, and especially also if they 


Table 3. Summary of main differences in method between Survey of Sickness 
and this inquiry. 
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Present Inquiry 





Period Studied 


Questions Asked 


Unit Coded and 
Analysed 


Person Interviewed 


Type of Sample 





People Were Interviewed during the 
First Fortnight of a Month, and Ques- 
tioned about their Sickness during the 
Previous Two Calendar Months. 


Check Questions Asked about Colds, 
Catarrh, Nose or Throat Trouble, Eyes, 
Ears, Teeth, Head, Pains, Chest, Heart, 
Stomach or Indigestion, Liver, Kid- 
neys, Bowels or Constipation, Legs, 
Feet, Hands, Arms, or Rheumatism, 
Skin Complaints, Infectious Diseases, 
Nerves, Women’s Complaints. 


All Conditions and Symptoms Men- 


tioned Were Treated as Separate Ill- 
nesses.* 


Proxies Allowed after Three Calls. No 


Figures Available of Numbers Involved. 


Individuals Aged 16 and Over on The 
National Register. 





People Interviewed and Asked about 
Illnesses Present at Time and Conditions 
to which They Were Subject. 


People Re-interviewed 4 Weeks Later 
and Asked about Illnesses Reported at 
First Interview and Other Illnesses Oc- 
curring during Four Weeks. 


40 or 41 Specific Diseases or Symptoms 
Listed at First Interview. At Second 
Interview People Were Asked about 
Illnesses, Consultations, Incapacity and 
Medicines Taken since Previous Inter- 
view, and about the Illness to which Any 
Incapacity, Consultation, Medicine Was 
Related. 


People Asked if Conditions They Re- 
ported Were Related, and Connected 
Conditions Were Treated as a Single 
Illness. 


Proxies Only Accepted if Otherwise No 
Information Would Have Been Obtained 
for that Individual. 93 per cent of Adults 
Interviewed Personally. 


All Adults (People Who Had Left 
School) in a Sample of Dwellings. 








* Registrar General’s Statistical Review of England and Wales for 1950-51. 
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1950 Survey oF | Present Inquiry 
Sickness Montsty| AVERAGE NuMBER Ratio 
PREVALENCE RATES oF ILLNEss Present Inquiry 

(SPELLS) PER Present Durinc | Rate SurvEY OF 
INDIVIDUAL Four WEEks Sickness RATE 
INTERVIEWED PERiop 








Males 
16-44 
45-64 
65 and Over 


Females 
16-44 
45-64 
65 and Over 


Males 16 and Over : : 2.0 
Females 16 and Over . d 1.8 

















_ Table 4. Comparison of illness rates on Survey of Sickness and on present 

inquiry. 
involve extra work. The temptation to regard running noses, 
catarrh, and coughs as all part of a cold and not to record 
them as separate conditions must be very great and in many 
ways eminently reasonable. 

The difference in rates was greater for males than for fe- 
males, and for the youngest age group, 16-44 than for the 
other age groups. These differences in the ratios for the age 
and sex groups may be due to a greater number of “proxy” 
interviews on the Survey of Sickness, but the substantial dif- 
ference between the rates in the two inquiries remains to be 
explained. 

It is possible to make only rather limited comparisons of the 
diseases reported on the two studies because of the groups 
which have been used, but some comparisons of the frequency 
with which various diagnoses were recorded are given in Table 
5. The condition showing the greatest difference, with the 
excess in our survey was tuberculosis and this probably can 
be explained in terms of the actual incidence of the disease. 
The area in which our inquiry was carried out was a post-war 
housing estate and since people with tuberculosis were given 
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priority on the housing list, this estate initially contained an 
unduly high proportion of people with this complaint. 

The other conditions with an excess approaching this mag- 
nitude were disorders of menstruation and menopausal symp- 
toms. Here part of the explanation for the difference may be 
that in a third of our cases, these conditions were only men- 
tioned when we asked about the cause of some related symp- 
toms. Another part of the explanation of the different fre- 
quency with which disorders of menstruation were reported 
may be in the age distribution of our adult population which 
contained a relatively high proportion of adults under 45. 
Other conditions with a marked excess for the present in- 
quiry were varicose veins and piles each of which was men- 
tioned specifically on this study but not on the Survey of Sick- 


ness. 
Three conditions, diseases of the teeth, constipation, and 


Table 5. Comparison of certain disease rates on Survey of Sickness and 
present inquiry. 








Rate per 1,000 INprvipvats Ranio 





Present Inquiry 
Survey of Sickness Present Inquiry® Survey of Sickness 





Males Females Males Females Males Females 





Rheumatism 116 195 110 157 ’ 0.8 
Bronchitis 43 38 45 47 ; 1.2 
Arthritis 13 28 15 26 y 0.9 
Ulcers of Stomach 7 3 
Ulcers of Duodenum 10 2 }21 }s }1.6 
Nerves 54 148 74 139 0.9 
Mental, Psychoneurosis 
and Personality Dis- 
orders 16 15 21 
Asthma 9 12 16 
Colds 185 
Constipation 71 61 125 
Headaches 146 168 232 
Diseases of Teeth 52 143 
Varicose Veins 37 82 155 
Piles 46 49 
Menopausal Symptoms } 7 56 
Disorders of Menstruation 120 
Tuberculosis—All Forms 3 31 34 7.8 
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* These figures are not compa-able to those in Table 2 as these are based on illnesses present dur- 
ing a particular four week period while those in Table 2 refer to all illnesses reported at the first 
interview. 
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headaches, were recorded as diagnoses about twice as fre- 
quently on our study as on the Survey of Sickness although 
they were mentioned specifically in the questions on both in- 
quiries. Over a third of our cases of constipation were reported 
because we asked about medicines taken during the period 
between the two interviews, and a number of people had taken 
laxatives for constipation but they had not previously reported 
constipation as an illness. Similarly, 30 per cent of the head- 
aches were reported because of the aspirins which had been 
taken for them during the period. These factors only account 
for some of the discrepancy between the rates on the two 
inquiries. There is other evidence that incidence of these three 
conditions, diseases of the teeth, constipation, and headaches, 
is particularly high on the estate where our inquiry was carried 
out. An analysis of the General Practitioner’s records shows 
that in each case the rates are 2, 3 or 4 times as high as the 
average rates on other studies of General Practitioner’s records. 

Finally, the rates on the two inquiries for nerves, colds and 
rheumatism did not show a very great difference and each was 


mentioned specifically on both studies. The other conditions 
showing relatively little difference, bronchitis, asthma, ulcers 
of the stomach or duodenum, and mental psychoneurosis, and 
personality disorders are all fairly major complaints. 

These comparisons suggest that differences in method make 
it difficult to reach any definite conclusions about the relative 
morbidity in the two populations. 


SUMMARY 


Various objective criteria for defining an illness and the rea- 
sons for not using them in this inquiry have been discussed. In 
the questions finally adopted a list of 40 or 41 separate condi- 
tions was included. In the analysis of the results these speci- 
fied conditions were incorporated into the description of ill- 
nesses and the unit of illness was the group of diseases and/or 
symptoms which informants regarded as being related. 

Some comparisons with the Survey of Sickness illustrate the 
different ways in which the questions asked and the method 
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of analysis can influence the nature of morbidity data col- 
lected on this type of inquiry. 
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A DEMOGRAPHIC ASPECT OF INTERSTATE 
VARIATIONS IN AMERICAN FERTILITY, 
1800-1860 


H. Yuan T’1En’ 


early 19th century American fertility precludes a clear 

understanding of many aspects of its movement, particu- 
larly when the measurement of fertility for those years is the 
number of children under 5 per 1,000 women of childbearing 
age. This fertility ratio is known to be affected by various 
demographic factors such as the age distribution of females 
in the reproductive period, mortality of children under 5 (and 
their under-enumeration), migration, proportion of females 
who are married, etc. 

The fertility ratio is therefore not without many unavoid- 
able pitfalls when used as a measure of true fertility and /or its 
modifications in the early years of the 19th century. In the 
1810’s and 1820's, for example, the textile industry in New 
England began to attract females from rural areas to its fac- 
tories. Aside from other possible factors, this internal migra- 
tion of females, single and married, must have somewhat dis- 
torted fertility ratios for different regions or states.” 

However, the usefulness of the fertility ratio is still sub- 
stantial when the limited data render difficult the employment 
of other means of arriving at some approximation of fertility in 
the early decades of the last century. Measured in terms of 
fertility ratios, the decline of, and regional differences in, fer- 
tility in the United States were shown to date from the begin- 
ning of the 19th century.* The complexity of the causes of the 


Tas lack of extensive and systematic information about 


*From the Department of Demography, The Australian National University. 


* Cf. Kemp, L.: A Note on the Use of the Fertility Ratio in the Study of Rural- 
Urban Differences i in Fertility, Rural Sociology, 1945, 10, No. 3, pp. 312-13. 


* Willcox, W. F.: The Change in the Proportion of Children in the United States 
and in the Birth Rate in France During the Nineteenth Century. Publications of the 
American Statistical Association, March, 1911, 12, No. 93, pp. 490-99. 


(Continued on page 50) 
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reduction in fertility requires little elaboration; but, in the few 
studies cited, the keynote of their interpretation of early Amer- 
ican fertility phenomena was the importance of industrializa- 
tion and urbanization. It was maintained that “since 1800 in- 
dustrialization has cut down the rate of natural increase.”* 
And, “. . . Beginning in southern New England, shortly after 
the opening of the nineteenth century, the decline in fertility 
proceeded westward into the Middle Atlantic States with the 
development of industry and the growth of cities. By 1820 the 
ratio of children to women in the frontier States from Ohio to 
Mississippi, where agriculture was dominant, was nearly twice 
that in southern New England.”* It was also reported that fer- 
tility differentials by urban-rural division and according to 
“plane of living” were of considerable magnitude in the United 
States at the beginning of the 19th century.° 

But, the aim of the present paper is not to discuss the general 
validity of the thesis that industrialization and urbanization, 
and what these two terms imply, are the chief forces reducing 
fertility in the modern era. Rather, the present attempt touches 
upon an aspect of interstate variations in American fertility 
which has been overlooked up to the present. It views early 
American fertility from a different perspective and proposes to 
indicate other possible factors (not in socio-economic terms) 
accountable for some of these fertility phenomena. 


ASSUMPTIONS AND HyporueEsIs 


As the United States in the early decades of the 19th cen- 
tury was still a “newly settled” country, at least in a demo- 
graphic sense, it is improbable, in the author’s opinion, that its 
fertility could have been affected so much and so early by 
industrialization and urbanization. Especially, the decline in 


Whelpton, P. K.: Industrial Development and Population Growth. Social Forces, 
March 1928 6, 3, pp. 458-67. 

Jaffe, A. J.: Differential Fertility in the White Population in Early America, 
Journal of Heredity, Sept. 1940. 31, No. 9, pp. 407-11. 

“Whelpton, op. cit., p. 467. 

°Tue ProBLeMs OF A CHANGING PopuLaTion. National Resources Committee, 
May 1938, p. 123. 

* Jaffe, op. cit. 





Interstate Variations in American Fertility 51 


fertility in most of the Western European countries, where pop- 
ulations were then more stable and industrialization and urban- 
ization more advanced, apparently did not commence until 
after the 1870’s.’ (France and Ireland excepted.) 

Indicative of the fact that the United States was a demo- 
graphically new country in the early 19th century were the 
shifts in its state sex ratios in those years. It has been observed 
that “the proportion of males in the white population shows a 
more marked decrease from 1790 to 1900 in the Middle and 
Southern states than New England.”® In view of the shifts in 
the sex ratios, it seems reasonable to assume that some demo- 
graphic factors, heretofore undetected and particularly likely 
to be influential in a relatively new population, could have pro- 
duced certain fertility patterns in the United States. 

Ideally, of course, the present attempt should relate fertility 
to such demographic factors as age at first marriage, propor- 
tion of those ever married, etc. The absence of such marital 
data, however, necessitates an indirect inquiry into the matter, 
and the indirect way of resolving the problem seems to be that 
of relating fertility ratios to sex ratios. 

Whether or not the sex ratio was causally related to fertility 
in the 19th century can only be surmised. It seems an appro- 
priate conjecture that the relatively high fertility in many 
parts of the United States in those years could have been due 
in part to the scarcity of females. A great majority of females 
in the areas of high sex ratios were likely to be married and 
contribute substantially to reproduction as measured by the 
fertility ratio. In areas where the number of females exceeded 
the number of males, not all of the females could be married 
in a monogamous society. The fertility ratios for such places 
would therefore be lower because a larger proportion of un- 
married females were included. 

Thus the analysis which follows is based on the postulate 


7™United Nations: THe DerTERMINANTS AND CONSEQUENCES OF POPULATION 
Trenvs. New York, 1953, p. 72. 

5 A Century OF PopuLaTion GrowTn. Bureau of the Census, Washington, 1909, 
p. 93. 
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that the sex ratio affects marriage behavior directly,’ and, 
therefore, the fertility ratio indirectly, in the absence of exten- 
sive practice of contraception. 

Contraceptive knowledge is known to have existed in the 
United States long before the 19th century. As a matter of 
record, coitus interruptus was mentioned in historical docu- 
ments as far back as 1630-1650, and a publication advocating 
birth control was first printed in America in 1830." Such facts 
are certainly indicative of the existence of contraception, but 
they do not seem to shed any light on the extensiveness of the 
practice. The lack of positive information on the extent of 
contraceptive practices might possibly be and is taken to denote 
their limited acceptance in the United States during the early 
decades of the 19th century.” 


* Brunner, C. T.: Local Variations in the Birth-Rate. The Economic Journal, 
March 1925, 35, pp. 60-65. 

Kramm, E. R. and Thomas, D. S.; Rural and Urban Marriage in Relation to the 
Sex Ratio, Rural Sociology, March 1942, 7, 1, pp. 33-39. 

Brunner examined the variations of the birth rates of England and Wales in 
terms of the proportions of the sexes in the population and the proportion of mar- 
riages in which women were under 2]. He found that the higher the proportion of 
marriages under 21, the higher was the birth rate in a county (a correlation of .77), 
and that the proportion of women to men was negatively correlated with the pro- 
portion of marriages under 21 (a correlation of —.45, or —.77 if agricultural counties 
were excluded). When the proportion of women to men was correlated with the 
birth rate, there was again a negative correlation (—.41, or —.81 if agricultural 
counties were excluded). His conclusion was that “the sex-distribution of the popu- 
lation determines the age at which the women marry through the keenness or other- 
wise of the competition . them, and the age of marriage of the women determines 
the birth rate.” Op. cit., 

Kramm and Thomas ‘utilized the 1930 census data for selected counties in Wash- 
ington, Oregon, and California, and two samples from the Swedish census of 1935 
and examined the relationship between the sex ratio and the proportion of each sex 
married. Using the sex ratio as the independent variable and the proportion of each 
sex married as the dependent variable, correlation coefficients and linear regressions 
were calculated, yielding theoretically relevant implications for the present study. 
Their conclusion was that “the relative supply of the sexes probably accounts for 
the major part of the trend in the proportion married.” Op. cit., p. 39 

* Himes, N. E.: Mepicat History oF ConTRACEPTION. Baltimore, the Williams 
and Wilkins Co., 1936, PR 224-225. The publication referred to here was entitled 
Morar Puysto.ocy; or, A Brier AND PLAIN TREATISE ON THE POPULATION QuUEs- 
TIon, by Robert D. "Owen. 

“This contention seems consistent with the sales of birth control literature at 
that time. Himes reported that the sale of Owen’s pamphlet in America and England 
reached a total of only 75,000 copies over a period of 47 years (1830-1877), and 
that not more than 10,000 copies of the Frurrs oF Puitosopny, a similar publica- 
tion, were sold in the United States up to 1839. Jbid., p. 224. and pp. 230-231. 
When these figures are viewed against the enumerated population of the United 

(Continued on page 53) 
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Reasoned thus, it seems plausible that the sex ratio could 
have been a factor affecting fertility in the years considered. 
Derived from this postulate and the empirical studies cited is 
the following hypothesis to be tested in the present analysis, 
which treats individual states, even though their numbers 
varied from census to census, as the basic units in the inquiry. 
The hypothesis is that, in a state, 


the lower the sex ratio (the higher the age at marriage for fe- 
males and the smaller the proportion of females married), the 
lower the fertility; or, conversely, 


the higher the sex ratio (the lower the age at marriage for fe- 
males and the higher the proportion of females married), the 
higher the fertility. 


Data AND METHOD 


Data for the present study were drawn from the United 
States Census. Little effort was made to correct the census. 
Variations in the extent of under-enumeration of children un- 
der 5 undoubtedly existed in different states and in different 
censuses, but the adoption of one correction factor for all states 
would not alter the overall picture of fertility and, for the pres- 
ent purposes, it seemed impractical to work out a correction 
factor for each state separately. As the extent of under-enu- 
meration cannot be precisely determined, any manipulation of 
this sort might seriously distort the picture. Census materials 
were therefore used in their original published form. 

However, estimates of the number of children under 5 had to 
be made for 1800, 1810, and 1820. These three censuses show 
only the number of children under 10 without the subdivision 
into age-groups 0—4 and 5-9 given in subsequent censuses. In 
order to obtain the number of children under 5 prior to 1830, 
the proportion of those under 5 of the total group under 10 in 


States in those years, it does not seem an exaggeration to think that contraception 
was not widely practised, or that it was then probably not of a magnitude sufficient 
to modify fertility rates. As a case in point, both of the publications were being 
sold in England from the 1830’s onward, but the decline in English fertility oc- 
curred, not before, but after the 1870's when the Bradlaugh-Besant trial and the 
prosecution of Truclove initiated what has been termed by Himes “the democra- 
tization of birth control by publicity.” Jbid., ch. X. 





54 The Milbank Memorial Fund Quarterly 


1830 was computed for each state. Applying this proportion to 
the number under 10 in 1800, 1810, and 1820, estimates of the 
number of children under 5 were obtained. 

Furthermore, owing to the age-classifications used in the 
early censuses, it was not possible to compute sex and fertility 
ratios on the basis of exactly comparable age-groups through- 
out all of the period under study. For 1800, 1810, and 1820 
these ratios were computed on the basis of the number of males 
16-44 per 1,000 females 16-44 and the number of children un- 
der 5 per 1,000 females 16-44. From 1830 to 1860, sex ratios 
were calculated on the basis of males 15-49 and of females 
15-49. Fertility ratios for those years were also based on the 
female population 15-49. The sex and fertility ratios by states 
are given in the Appendix, and are based on the enumerated 
white population in the censuses, 1800-1860. 

It can be seen in the Appendix that in each of the seven 
decades fairly consistent discrepancies existed between the 
states either in terms of their sex ratios or fertility ratios. 
Broadly speaking, relatively low ratios are shown for the New 
England and the Middle Atlantic states and some of the older 
states in the South Atlantic region. Sex ratios and fertility 
ratios are generally somewhat, and in some cases considerably, 
higher for the states in other areas, such as East North Cen- 
tral, West North Central, East South Central, etc. The two 
scatter diagrams make visible this positive association between 
the sex ratio and the fertility ratio. They are for the years 
1800 and 1830. 

The consistent pattern of variations in both sex and fertility 
ratios during this period bears out, at least impressionistically, 
the hypotheses that the lower the sex ratio, the lower the fer- 
tility, or that the higher the sex ratio, the higher the fertility 
ratio. To give statistical substance to these visual observa- 
tions, Kendall’s Coefficient of Rank Correlation technique was 
used. 

Kendall’s Rank Correlation was employed instead of the 
straight Pearsonian r because this latter method assumes the 





Interstate Variations in American Fertility 





- 
Ferviviry| 


—oeiad 1g00 1830 


use0] 


| 


1,4004 
| 


1, 3005 
{ 


14,2004 


' 
1004 
| 
—, 


500} 


| 
8004 
| 





7004 
| 


| 
6004 
| 


seo] | 

_— | 

SOO YOO 1,000 1,100 4200 1,300 1,400 1,500 1,600 1,700 900 14000 1100 1,200 1,300 1,400 1,500 1600 1,700 
Sex RATIO 














Figure 1. Scatter diagram fertility ratios and sex ratios for States, white popu- 
lation, United States, 1800 and 1830. 


existence of a linear relationship between the variables ex- 
amined. This assumption seems a priori unsatisfactory in 
terms of the two variables in the present analysis; namely, the 
sex ratio and the fertility ratio. 

That is, it does not seem tenable that the fertility ratio could 
vary positively and indefinitely with the sex ratio even if no 
contraception of any form existed. For the simple reason that 
human reproduction is limited by the long period of gestation, 
the number of children per woman cannot be expected to en- 
large in direct proportion to sex ratios. And, the pattern of the 
dots in the scatter diagrams suggests the possibility of a 
curvilinear relationship between the two variables. (Fig. 1.) 

In view of the above, Kendall’s Rank Correlation was used 
to show the degree of association between sex and fertility 
ratios by state. The simplicity of this method is consistent 
with the aim of the present study, which is to demonstrate 
some demographic factors affecting interstate fertility patterns 
in the early 19th century. The findings of this inquiry should 
be regarded as suggestive rather than definitive. 
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FINDINGS AND Discussion 


The procedure for the testing of the hypothesis was as fol- 
lows: for each decade, states” were first ranked by sex ratios, 
giving 1 to the state with the highest sex ratio. States were 
then ranked according Table 1. Coefficients of rank correlation 
to their fertility ratios, between sex and fertility ratios, 1800-1860. 
assigning 1 to the S Wecsciie a 
state with the highest Year w 01 Lever 
fertility ratio and so saan 
on. Coefficients of 1810 
rank correlation were a 
computed decade by 1840 
decade, and the results 1850 
are given in Table 1. pie 

The coefficients of i fi.tedM Jand Pres D. Os Seunenes ros 
rank correlation be- Socio.ocist, New York, Henry Holt 1952, pp. 469-473. 
tween the sex and fertility ratios are almost uniformly high 
and all significant, tending to support the notion that demo- 
graphic factors (of which the sex ratio is one) could have ac- 
counted, to some extent, for interstate fertility differences in 
the early years of the 19th century. Their influence on fertilty, 
as would be expected, tended to diminish as the country ad- 
vanced in industrial and urban development. The gradual re- 
duction of the coefficients in the second half of the period in- 
vestigated suggests that fertility performance became more 
and more independent of demographic factors, but increasingly 
dependent on socio-economic factors. 

It seems appropriate to recall and re-consider the thesis 
that the decline in American fertility appeared to commence 
from the beginning of the 19th century, basing its measure- 
ment in terms of the fertility ratio.” 

The reported early decline in American fertility probably 
could have differed intrinsically from the later fall in the birth 


“ Some of the “states” when first enumerated in the Census were actually called 
“territories,” a fact which is of political significance. For the sake of convenience, 
they are all referred to as states in the present study. 

- . P . y 

* Willcox, op. cit. and Whelpton, op. cit. 
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rate resulting from voluntary and deliberate family limitation. 
Fertility data for those years are too sketchy to provide a 
definite answer; but, in at least one series of estimated white 
birth rates, no appreciable alterations were shown until around 
the 1830’s.** The present findings indicate that the fertility 
ratios for those years were partially affected by demographic 
factors. Quite apart from the consideration that, as previously 
mentioned, these demographic factors could have affected mar- 
riage behavior directly and fertility indirectly in those years, 
they might have also been responsible for the apparent early 
decline in American fertility. That is, changes in the demo- 
graphic composition of the population could have given rise to 
some seemingly real modifications in early American fertility 
as measured by the fertility ratio. Consequently, if we speak 
of fertility decline as an exclusive result of controlled fertility, 
might it be possible that the reduction in American fertility 
did not occur until after the date generally accepted?* 

In conclusion, it appears that, while socio-economic factors 
are manifestly important as regards fertility behavior, they 
probably do not enjoy a monopoly over time and space. They 
should be used with caution to interpret fertility, especially 
with reference to such newly-settled populations as existed in 
the United States in the early 19th century, where demo- 
graphic factors were clearly influential. 


“See Thompson, W. S. and Whelpton, P. K.: Poputation Trenps IN THE 
Unrrep States. New York, McGraw-Hill, 1933, p. 263, Table 74. 

*In addition to publications previously cited, see also Thompson: PoruLation 
Prostems, 4th ed., New York, McGraw-Hill, 1953, B 164 and pp. 175-176. Bennett, 
M. K.: Tue Wortp’s Foon, New York, Harper & Bros., 1954, pp. 46-7. 
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DEMOGRAPHIC AND SOCIAL ASPECTS OF 
CHILDLESSNESS: CENSUS DATA 


Witson H. GraBi.t AND Paut C. Giicx' 


points of view. From the viewpoint of demographers, 

the person who remains childless throughout the child- 
bearing period leaves behind no permanent addition to the 
population. If the number of inhabitants is to be maintained, 
the people who have children must make up for those who 
have no progeny. Eugenicists are concerned with the possible 
effect of differential fertility on the quality of the future popu- 
lation—and childlessness is one of the factors involved. Clini- 
cians and physicians who are called upon to offer advice and 
medical aid to people of limited fecundity have a strong in- 
terest in the number and description of persons who are child- 
less. Public health officials are concerned about childlessness 
for many reasons, including the high incidence of sterility from 
venereal disease among certain population groups. Housing 
needs and other consumer requirements are affected by the 
extent to which people do or do not have children. Changes in 
the timing of first births and in the amount of childlessness 
may cause important fluctuations in birth rates over a period 
of years. 

Data on voluntary or involuntary childlessness are sometimes 
presented as one aspect of comprehensive demographic investi- 
gations. For example, the well-known Indianapolis Study of So- 
cial and Psychological Factors Affecting Fertility found in 1941 
that among native white Protestant couples who had been mar- 
ried 12 to 14 years and who had completed at least the eighth 
grade of school, 19 per cent had never had a live-born child 
and 9 to 13 per cent of the couples were classified as involun- 


(pois of view. is a topic of interest from many 


* Bureau of the Census. 


Read in Chicago on May 4, 1958, at the annual meeting of the Population Associ- 
ation of America. The opinions in this paper do not necessarily reflect the views of 
the Bureau of the Census. 
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tarily childless. A statement that about 10 per cent of married 
couples of childbearing age have seriously impaired fecundity 
is Occasionally seen in the literature. It may also be relevant 
to note that in public opinion polls which ask about the ideal 
size of family, less than one per cent of the people regard the 
childless family as the ideal size. 

The present paper is a summary and brief analysis of data 
on childlessness that are available in the reports of the Bureau 
of the Census. The cause of the childlessness is not sought. 
The term is used here to describe the status of the woman or of 
the couple at the time of the census or survey rather than the 
lifetime status. It simply means that the woman being studied 
has never had a live-born child up to the time of the census or 
survey. To the writers’ knowledge, this is the first time that 
census data on childlessness have been brought together in a 
report dealing with that topic alone. 

The data come from the decennial censuses of 1910, 1940, 
and 1950, and from the Current Population Surveys of April 
1952, April 1954, and March 1957. In these censuses and sur- 
veys, only those women who were reported as having been 
married were asked the number of children they had ever 
borne. The data probably include most of the illegitimate as 
well as legitimate fertility, however, because there is evidence 
that most women with illegitimate sons or daughters in their 
home report themselves as having been married. 

A brief note of quality of the data is in order. The data on 
childlessness are of variable quality for different dates and for 
different groups, but in general the biases are small. Thus, 
there is some indication that the data for 1910 include a few 
stillbirths, thereby reducing slightly the apparent percentage 
of women who are childless. Moreover, a study of the number 
of children in the homes of women with and without a report 
on number of children ever born shows that the 1940 data are 
affected by a tendency for some enumerators to make no entry 
on the number of children for childless women, for whom they 
should have, of course, entered a “zero.” Accordingly, the 
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women with no report on number of children include a rela- 
tively large proportion who actually have borne no children. 
Thus, in 1940, among ever-married white women 45 to 49 
years old reporting on number of children ever born, 14.8 per 
cent reported that they had had no children; if the results 
were extended to cover all women (including those with no 
report on children), the proportion childless would be raised 
by 1.3 points, to 16.1 per cent. Data adjusted for nonreports 
are presented in this paper for all dates except 1910. Again, 
white women in the 1950 Census had a net undercount of 1.7 
per cent in number of children ever born as judged by a com- 
parison with the entry for order of birth on the birth registra- 
tion record for children born in the first three months of 1950. 
Nonwhite women had a net undercount of 7.6 per cent. Thus, 
the figures on per cent childless among ever-married women 
may tend to be a little too high from underreporting of chil- 
dren, especially for nonwhites. There is evidence of relatively 
more underreporting of children ever born for old women than 
for middle-age women, perhaps in part because of some mothers 
being reported as childless, and in part because of higher sur- 
vival rates for women with moderate to small families. Thus, 
the surviving white women 70 to 74 years old in 1940 reported 
about 10 per cent fewer children ever born, on the average, 
than the same cohort 30 years earlier, that is, in 1910 when 
the women were 40 to 44 years old. On balance, the census 
data are thought to be of reasonable quality, but the small 
biases should be kept in mind. 


SECULAR TRENDS 


It is probable that at one time, many years ago, the per- 
centage of married women who were childless was far smaller 
than it is today. As an example of extreme possibilities in this 
respect, Table 1 presents data for women from Russia and 
from Poland who were living in the United States in 1910. 
According to this table, only about 3 per cent were childless 
among aged women who had ever been married. The women 
of Utah, most of whom are Mormons, offer another interesting 
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but a typical example of low proportions childless. In 1910, 
only 6.1 per cent of all Utah women 50 to 74 years old, were 
childless; the corresponding figure was 4.5 per cent for ever- 
married women. Though a mere 1.6 per cent of the older 
women in Utah half a century ago had never married, closer 
to 8 per cent of the women in the country as a whole never marry 
and, in addition, a sizable proportion of those who do marry 
never have a child. The lowest recorded national (United 
States) figures on childlessness are for women 70 to 74 years 


Table 1. Per cent childless and average number of children ever born for ever- 
married white women who were born in Russia and Poland, by age, for the 
United States: 1910. (Data based on 8.9 per cent sample.) 








Women REporTING ON CHILDREN : 
WomeEN 


AGE AND CountTRY Children Nor 
oF BirtH oF REPORTING 
Per Cent 





Ever Born 


Woman Number Childless | Per 1,000 ne 
W CHILDREN 
omen 





Russia 
15 to 19 Years 3,464 : 476 838 
20 to 24 Years 44,047 1,211 3,678 
25 to 29 Years 66,096 : 2,362 2,375 
30 to 34 Years 53,775 3,730 1,745 
35 to 39 Years 49,584 ‘ 4,917 1,417 
40 to 44 Years 34,870 ‘ 6,192 1,044 








45 to 54 Years 44,733 3. % 1,554 
55 to 64 Years 18,923 s ; 1,306 
65 to 74 Years 7,039 904 


“ Poland’! 
15 to 19 Years 5,338 : 586 987 
20 to 24 Years 44,864 : 1,430 3,393 
25 to 29 Years 51,034 2,644 2,097 
30 to 34 Years | 38,435 ee 4,047 1,171 
35 to 39 Years 32,441 3 5,509 1,276 
40 to 44 Years 25,373 6,702 876 


4. 7,314 1,432 
14,160 3. 7,580 1,013 
5,826 3. | 7,661 863 





55 to 64 Years 
65 to 74 Years 








| 
45 to 54 Years | 33,662 














1Poland was not a political entity in 1910. The category “Poland” comprises persons who none- 
theless jreported Poland as their birthplace and those who reported that they were born in Germany, 
heanila- tenner. and Russia but who reported Polish mother tongue. 

Source: 1940 Census oF Poputation, special report, DirrerenTIAL Fertitity, 1940 and 
1910—Women by Number of Children Ever Born, Table 43. 
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old at the time of the 1910 Census: 14.4 per cent of all women 
and 7.7 per cent of the ever-married women 70 to 74 years old 
were childless. 

Table 2 and Figures 1 and 2 present data for women of 
childbearing age from 1910 to 1957. As may be noted from the 
table, 10.4 per cent of the ever-married women 40 to 44 years 
old in 1910 were childless. By comparing the figure of 7.7 per 
cent for women 70 to 74 in 1910 with the figure of 10.4 per 
cent for those 40 to 44 in 1910, we find suggestion of an upward 
trend in childlessness which started as far back as the available 
data extend and which continued until only a few years ago. 
By 1940, the proportion childless had advanced to 17.4 per 
cent among ever-married women 40 to 44 years old and by 
1950 it had reached a peak of 20 per cent. 

Subsequent cohorts of women have had a declining propor- 
tion with no children, but the cycle will not be complete for 
at least another decade. The upsurge in childbearing that oc- 
curred during and especially after World War 1 brought the 


Table 2. Per cent childless among women 15 to 49 years old, by age and marital 
status, for the United States: 1957, 1950, 1940, and 1910. 








Marita Status anp AGE 1957 1950 1940 1910 





All Women 
15 to 19 Years 91.6 91.8 
20 to 24 Years 48.1 54.5 
25 to 29 Years 22.8 31.5 
30 to 34 Years 7.7 24.8 
35 to 39 Years 17.5 25.8 
40 to 44 Years 20.0 26.6 
45 to 49 Years 23.3 26.8 


= oP he te &) 


acoowenvow 
m— MN A Ww WW 


Ever-Married Women 
15 to 19 Years 47.9 52.8 54.6 
20 to 24 Years 26.9 33.3 39.9 
25 to 29 Years 13.1 re! 30.1 
30 to 34 Years 11.3 17.3 23.3 
35 to 39 Years 12.3 19.1 19.9 
40 to 44 Years 14.1 20.0 17.4 
45 to 49 Years 17.7 20.4 16.8 




















Source: Current Population Reports, Series P-20, No. 82, in preparation, and 1940 Cexsus or 
Porutation, special report, DirrenenTiat Fertiuity, 1940 and 1910—Fertility for States and 
Large Cities, Table 4. 
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Fig. 1. Per cent childless among ever-married women 15 to 49 years old, 

by age, for the United States: 1957, 1950, 1940, and 1910. Source: Table 2. 
proportion childless among ever-married women 40 to 44 
years old down to 14.1 per cent by 1957. Already, however, 
women in younger groups had attained still lower rates of 
childlessness, as illustrated by those 30 to 34 years old with 
only 11.3 per cent with no children born alive. Almost beyond 
doubt, this group will eventually complete the childbearing 
period with less than 10 per cent childless—a lower rate than 
that for women who completed their childbearing about 1910. 
Most of the data in this report are for women who have 
been married. From the viewpoint of requirements for popu- 
lation replacement, women who have children must make up 
for those who have none. In this very important sense, the 
proportion childless among all women is more significant than 








The Milbank Memorial Fund Quarterly 











1910 1940 1950 1957 
Y<¢€an 











Fig. 2. Trends in the per cent childless among ever-married women 25 to 

49 years old, by age, for the United States, 1910 to 1957. Source: Table 2. 
the proportion among women who have been married. For 
those whose concern is national population growth, data on 
per cent childless for all women presented in Table 2 may well 
be the most meaningful figures in our report. 

The trends in per cent childless among women of all marital 
classes are similar to those for ever-married women but the 
magnitudes are uniformly larger. In March 1957, about 18 
per cent were childless among all women 30 to 34 years old, 
as compared with 35 per cent of the women of this age in 1940 
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and 29 per cent in 1910. These figures may be interpreted as 
showing that a larger proportion of the women in 1957 than 
in 1940 were participating in the replacement of the popu- 
lation. 

GEOGRAPHIC VARIATIONS 


Age group 30 to 34 years will be used to demonstrate some 
of the geographic variations in childlessness. This age group 
was selected because it had the lowest per cent childless in 
both 1950 and 1957. 

Table 3 shows that the rate of childlessness was highest in 
urban areas and lowest on rural farms, among white and non- 
white women, in 1910, 1940, and 1950. For all color-area 
groups, the 1940 rates of childlessness were higher than those 
for 1910 or 1950. These facts indicate that the upward trend 
in childlessness before 1940 was not limited to any segment of 
the population. Similarly the decline in childlessness in the 
1940’s and 1950’s spread to all area and color groups. 

Table 4 presents data from the 1950 Census for ever-married 
women by regions, urban and rural. As may be seen from the 
table, the regions have similar proportions of ever-married 
white women who are childless. The range of variation is 
quite narrow, from 15.1 per cent in the North Central region 
to 16.8 per cent in the West. There is also little difference 

Table 3. Per c:nt childless among white and nonwhite ever-married women 30 


to 34 years old, for the United States, urban and rural: 1950, 1940, and 1910. 
(Urban-rural classification by 1940 Census rules, for all dates.) 








Cotor anv REsIDENCE 





White 
Urban 
Rural Nonfarm 
Rural Farm 


| 1950 | 
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| 

| 
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Nonwhite 
Urban 
Rural Nonfarm 
Rural Farm 
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5 ee 1950 Census oF Poputation, Vol. 1v, Special Reports, Part 5, Chapter C, Tables 4 and 
1940 Census or Poputation, DIFFERENTIAL Fertiuity, 1940 and 1910—Fertility for States 
a Large Cities, Table 4. 
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when inter-regional comparisons are made by urban and rural 
residence. In every region, a much larger proportion of non- 
white women than of white women are childless. In urban 
areas about one-third of the nonwhite women are childless. 
In the various types of areas rates of childlessness are about 
half again to twice as high for nonwhite women as for white 
women. 

Table 5 presents data for white ever-married women 30 to 
34 years old in 1950 by States. The proportion childless among 
these women varies from 7.0 per cent in Utah to 20.6 per cent 
in Florida. It is 28.0 per cent in Washington, D. C., a city 
which has long had one of the least fertile white populations of 
any large city in the United States. The pattern of the rates 
of childlessness by States suggests that local conditions of 
other kinds may be more significant as determining factors 
than the degree of industrialization. Thus, the childlessness 
rate is relatively low in Michigan but relatively high in Rhode 
Island, both of which are industrial States. It is low in Ala- 
bama and the Dakotas but high in many of the other largely 
rural States. 

In Table 6, a high degree of consistency is found in the rates 
of childlessness by size of place. For women living in urban- 


Table 4. Per cent childless among ever-married white and nonwhite women 
30 to 34 years old, for regions, urban and rural: 1950. (Data based on 2.4 per cent 
sample. Per cent not shown where base is less than 4,000.) 








CoLtor AND REGION Tota. Ursan | Rurat Nonrarm} Rurat Farm 





13.0 10.0 
12.9 9.0 
12.2 : 

13.7 
13.0 


White 
Northeast 
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South 
West 
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Nonwhite 22.5 
Northeast 
North Central 
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Source: 1950 Census or Poputation, Vol. rv, Special Reports, Part 5, Chapter C, Table 32, 
(United States figures from Tables 20 and 22.) 
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ized areas, the entire urbanized area is used as the basis of size 
classification. (An urbanized area consists of a city of 50,000 
or more inhabitants in 1950 plus the surrounding thickly popu- 
lated area.) The table shows that childlessness increases with 
the size of the place of residence. Thus, among ever-married 
women of childbearing age in 1952, the per cent childless in- 
creased from about 19 per cent for women in urbanized areas 
of less than 250,000 inhabitants to 26 per cent in urbanized 
areas of 3,000,000 or more. A continuum of consistently in- 
creasing childlessness rates was also found from rural farms 
up through the smaller (nonurbanized) urban areas. 


Table 5. Per cent childless among ever-married white women 30 to 34 years 
old, for states: 1950. ; 








Northeast: District of Columbia 28.0 
Maine P Virginia 17.2 
New Hampshire ; West Virginia 14.2 
Vermont : North Carolina 16.5 
Massachusetts ; South Carolina 15.8 
Rhode Island : Georgia 16.8 
Connecticut ’ Florida 20.6 


New York : Kentucky 14.7 
New Jersey . Tennessee 16. 
Pennsylvania Alabama 13. 
Mississippi 15. 


North Central: 


Ohio 
Indiana 
Illinois 
Michigan 
Wisconsin 


Minnesota 
Iowa 

Missouri 
North Dakota 
South Dakota 
Nebraska 
Kansas 


South: 
Delaware 
Maryland 











Arkansas 
Louisiana 
Oklahoma 
Texas 


West: 
Montana 
Idaho 
Wyoming 
Colorado 
New Mexico 
Arizona 
Utah 


Nevada 


Washington 
Oregon 


California 








13. 
14. 
14. 
16. 


14. 
a. 
11. 
5 





Souace: Same as Table 4. 
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DEMOGRAPHIC VARIATION 


Age. Figure 3 demonstrates the rapid decline in per cent 
childless from age 15 to age 29. As a word of caution, the figure 


shows the per cent Table 6. Per cent childless among ever- 


childless amon zg married women 15 to 44 years old, standard- 


. ized for age, by size of place: April 1952. (The 
women by single years standard is the distribution by age of all ever- 


of age in 1950 rather married women in the United States in 
A 1952.) 

than the experience of = 

a real cohort as it Per Cent 
‘ CHILDLESS 

passes through life. In 

the chart, the increase United States 20.7 

in per cent childless y,pan 22.8 


after age 30 reflects In Urbanized Areas 22.9 

Areas of 3,000,000 or More 26.1 
secular trends of the 1,000,000 to 3,000,000 25 4 
past; a real cohort 250,000 to 1,000,000 21.3 


would continue to fies 2000 i 
have at least a small Places of 25,000 or More 23.3 
decrease in per cent pu.slNonfarm 17.9 
childless until the end Rural Farm 13.6 
of the childbearing Source: Current Population Reports, Series P-20, 
ages. The chart is No. 46, December 31, 1953, Table 4. 

plotted so as to show that many of the childless women are 
still living with their first husband. From the graph, it can 
be inferred that broken marriages account for little of the 
childlessness. 

Detailed Marital Status. The observation just made about 
broken marriages does not preclude the existence of wide dif- 
ferences in rates of childlessness among women in the several 
marital status categories. According to Table 7, among white 
women 30 to 34 years old in 1950, the unusually high rate of 
34 per cent childless was found among women living apart 
from their husband for reasons other than marital discord. 
The husbands of many of these women were in institutions 
or employed in remote areas. By contrast, note the low rate 
of 14 per cent childless among white women still living with 
their first husband. White women living with their husbands 
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Fig. 3. Distribution of white women 15-59 years old by marital status 
and childlessness, by single years of age, for the United States: 1950. Source. 
1950 Census oF Poputation, Vol. 1v, Special Reports, Part 5, Chapter C, 
Tables 8 and 9. 
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in remarriages also had a quite low childlessness rate, 18 per 
cent, suggesting that stable marriages, even though not initial 
marriages, are consistent with relatively low rates of child- 
lessness. 

Nonwhite women of each marital status had quite large 
proportions childless, both nationally and in nonfarm areas. 
The extreme rate of 43 per cent childless for urban divorced 
nonwhite women is noteworthy. On the other hand, it is in- 
teresting that in rural-farm areas only about 13 per cent of 
the nonwhite women living with their husband in first mar- 
riages are childless. This low percentage is evidence that there 


Table 7. Per cent childless among white and nonwhite women 30 to 34 years 


old, by detailed marital status, for the United States, urban and rural: 1950. 
(Data based on 2.4 per cent sample. Perc nt not shown where base is less 


than 4,000.) 








Coton anp Marita Status 


NuMBER 
oF 
Women 


Per Cent CaILpiess 





United 
States 


Urban 


Rural 
Nonfarm 





White 
Single 
Married 
Husband Present 
Married Once 
Married More Than Once 
Husband Absent 
Separated 
Other 
Widowed 
Divorced 


Nonwhite 
Single 
Married 
Husband Present 
Married Once 
Married More Than Once 
Husband Absent 
Separated 
Other 
Widowed 
Divorced 





5,276,280 
485,610 
4,581,660 
4,441,710 
3,910,860 
530,850 
139,950 
75,360 
64,590 
66,870 
142, 140 


616,440 
52,410 
515,070 
422,790 
325,980 
96,810 
92,280 
76,110 
16,170 
23,790 
25,170 





23.5 
(1) 
15.2 
14.9 
14.4 
18.0 
26.5 
20.1 
33.9 
20.8 
30.9 


36.1 
(1) 
29.4 
28.8 
28.7 
29.0 
32.1 
30.7 
38.6 
33.8 
43.0 





26.5 
(1) 
17.0 
16.6 
16.1 
20.1 
27.7 
20.1 
36.8 
23.9 
32.9 


40.7 
(1) 
34.0 





a7 .9 
(1) 
12.7 
12.4 
12.1 
14.4 
25.0 
18.5 
30.0 
14.3 
24.3 


28.7 
(1) 
22.1 
20.6 
20.7 
20.4 
30.1 
26.6 
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1 For purposes of this table, single women are ° 
Source: 1950 Census or Porutation, Vol. rv, Special Reports, Part 5, Chapter C, Tables 16 


and 17. 





a 


bec 


i441 








Demographic and Social Aspects of Childlessness 73 


is not a high incidence of sterility among nonwhites in farm 
areas. 

Age at First Marriage. The proportion of women who re- 
main childless increases with age at marriage, as may be noted 
from the data in Table 8. Among women married 10 years or 
more in 1950, only 6.3 per cent of those who married at age 
14 to 16 years were childless. Some corresponding figures are 
11.0 per cent for marriages at age 20, 22.8 per cent for mar- 
riages at age 25 to 29, and 55.4 per cent for marriages at age 

Table 8. Per cent childless among women 14 to 59 years old married once and 
husband present by selected ages at marriage, duration of marriage, and color, 


for the United States, farm and nonfarm: 1950. (Data based on 0.8 per cent 
sample. Per cent not shown where base is less than 12,000.) 








Mepian AGE aT 


Ace or Women at First Marriace—Years eitendinens 


Arga, Cotor, AnD 
Years Marzizp 





Total, | 14 to 35 to | Childless | Total 
14 to 59 39 Women | Women 





United States 

Total 
Married Less Than 2 Years . ‘ J é . . * 20.6 
2 to 4 Years j y . . . " . 20.8 
5 to 9 Years 2.3 
9 


10 Years or More r . : J 53.8 | 38. s 20 


Nonwhite 
Married Less Than 2 Years ‘ . y R — . 20.4 
2 to 4 Years . : : a n . 20.2 
5 to 9 Years 8 : J i é r . 20.5 
10 Years or More . . 5 : y = ‘ 19.8 


Urban and Rural Nonfarm 
Total 

Married Less Than 2 Years 
10 Years or More 


Nonwhite 
Married Less Than 2 Years 
10 Years or More 


Rural Farm 
Total 
Married Less Than 2 Years . A , a — 
10 Years or More R ls . ; 9.9 


Nonwhite 
10 Years or More * 3 ' : 12.9 | 18.0 



































Source: 1950 Census oF Porutation, Vol. rv, Special Reports, Part 2, Chapter E, Table 4. 
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35 to 39 years. Turning to marriages of less than two years 
duration, some persons may be surprised to find that the 
majority of the women reporting very young marriages have 
not yet become mothers. Among women married before the 
age of 17, 20 per cent were reported as still childless after hav- 
ing been married for two to four years. 

The data in Table 8 indicate consistently that age at mar- 
riage is a very strong factor in the eventual per cent childless 
but much less so with respect to childlessness in the early years 
of marriage. For instance, women who marry in their twenties 
are more likely to be childless in the first two years of married 
life than the women who marry in their thirties. But only 
about half of the women who marry in their late thirties re- 
main childless. 

If women in successive stages of marriage are compared, it 
can be seen that the women who are childless have a higher 
median age at marriage than other women. Among the women 
who had been married 10 years or more in 1950, the median 
age at marriage, for the currently childless women was about 

Table 9. Per cent childless among white and nonwhite women 15 to 44 years 


old married once and husband present by years married, for the United States: 
1950. (Data based on 2.4 per cent sample.) 








WHITE NoNnwWHITE 





Years Marriep Number of Per Cent Number of Per Cent 
Women Childless Women Childless 





Less Than 1 Year 693 ,480 90.7 73.4 
1 Year 679,950 68,730 45.0 
2 Years | 1,118,040 41. 120,750 37.6 
3 Years | 1,287,960 28. 130,380 34.1 
4 Years | 1,199,010 22 114,390 29.8 
5 Years 940,740 20. 94,920 39.2 
6 Years 791,370 17. 85,200 30.9 
7 Years 853,650 a5. 76,380 27.8 
8 Years 1,006,440 2. 82,380 28.1 
9 Years 892,680 12. 65,310 24.7 
10 to 14 Years 3,957,060 BS. 326,850 26.6 
15 To 19 Years 2,783 ,490 11. 226,470 18.6 
20 Years or More 2,331,240 2. 214,440 16.9 


oo 1950 Census oF Porutation, Vol. 1v, Special Reports, Part 5, Chapter C, Tables 18 
an . 





s 





- Re DOD Un Ww UU WH 




















Demographic and Social Aspects of Childlessness 75 


24 years older than that for all women, according to the last 
two columns in Table 8. 

Though the lifetime proportion childless is twice as high for 
: nonwhite as for white 
om women, the nonwhite 
sie: women have consist- 
90 ently much _ smaller 
percentages of child- 
lessness in the first two 
years of marriage than 
do the white women. 
Moreover, on rural 
farms, nonwhite 
women differ very 
little from the white 
women with respect to 
the per cent childless 
ae ane after at least 10 years 
YEARS MARRIED of marriage. 


Fig. 4. Comparison of the per cent child- Greater detail on 


less by years married, for white and non- duration of marriage is 
white women 15-44 years old, married once . " 
and husband present, for the United States: shown in Table 9 and 


1950. Source: Table 9. Figure 4 for white and 
nonwhite women at the time of the 1950 Census. The data in- 
dicate that smaller proportions of nonwhites than whites are 
childless in the first two years of marriage, and that the re- 
verse holds true after the second year of marriage. 

Attention is drawn especially to the first row of figures in 
Table 9. The numbers indicate that 90.7 per cent of the whites 
and 73.4 per cent of the nonwhites in the first year of mar- 
riage are childless. These figures should be interpreted in the 
light of the fact that about 75 per cent of the women in the 
first year of marriage have been married for less than nine 
months and many of the remaining 25 per cent have not had 
a child. 


Data on childlessness among remarried women by duration of 
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marriage are presented in Table 10. The median age of women 
at remarriage tends to be approximately age 30. About three- 
tenths were childless among women who remarried at age 30 
to 34 years and who were in the first two years of remarriage 
in 1950. Of the seven-tenths who had children, probably many 
were women whose children were born during a previous mar- 
riage. The rate of three-tenths childless among recently re- 
married women is fairly high, however, and may indicate that 
childless women with broken marriages are more likely to be 
selected as marriage partners than mothers with broken mar- 
riages, even though the mothers may have more compelling 
economic reasons to remarry. 

Evidently not many women who had no children in their 
first marriage have any in their second marriage unless they 
remarry while still relatively young. Among that half of the 
women who remarried at age 30 and over, the per cent child- 
less does not decrease much as the duration of remarriage 
lengthens, whereas the few women who remarry before they 
are 25 do have a considerable decrease in childlessness with 


Table 10. Per cent childless among women 14 to 59 years old married more 
than once and husband present, by selected ages at current marriage and 
duration of marriage, for the United States, otal and rural farm: 1950. (Data 
based on 2.4 per cent sample. Per cent not shown where base is less than 4,000.) 














Mepian AcE at 
Ace or Woman at Remarriace—YEARs REMARRIAGE— 
Anza anv YEARS IN Years 
REMARRIAGE 
Total, | 14 to | 20 to | 25 to | 30 to | 35 to | 40 to | Childiess | Total 
14059} 19 24 29 34 39 44 Women | Women 
United States 
Remarried 
Less Than 2 Years 33.8 | 55.2 | 41.9 | 33.7 | 30.0 | 30.2 | 28.1 28.1 30.7 
2 to 4 Years 24.0 | 21.6 | 21.5 | 21.6 | 26.9 | 28.6 | 28.4 30.2 28.9 
5 to 9 Years 22.2 | 13.9 | 16.5 | 20.5 | 26.3 | 27.3 | 27.0 32.3 0.0 
10 Years or More 18.7 | 10.0 | 13.9 | 20.9 | 25.2 | 25.2 | 24.2 28.3 25.9 
Rural Farm 
Remarried 
Less Than 2 Years 29.5 | 56.6 | 37.1 | 23.1 | 26.2] 14.9) — 25.0 29.3 
10 Years or More 12.0 5.4] 10.0 | 15.2 | 15.1 | 19.2 | 16.4 27.4 24.3 



































Source: 1950 Census or Poruzation, Vol. tv, Special Reports, Part 2, Chapter E, Table 8. 
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advancing duration of remarriage. It must be remembered, of 
course, that the data in Table 10 to which the discussion refers 
are cross-sectional rather than longitudinal for a cohort of 
women passing through life. 

We shall not discuss childlessness among widowed women 
beyond noting that relatively few women become widows be- 
fore the end of the childbearing period. Table 7 presented 
data on childlessness among widows 30 to 34 years old. 

A much larger proportion of women are separated or di- 
vorced than are widowed during the childbearing ages. Illus- 
trative data on childlessness among separated and divorced 
women are presented in Table 11. It should be noted that 
these data reflect the marital status at the survey date and 
exclude women who have had their marriages reconciled or 
who have remarried. The table shows a decrease in per cent 
childless among separated and divorced women as the dura- 
tion of separation or divorce lengthens. This decrease should 
be considered as further evidence of the greater likelihood that 
childless women will remarry or become reconciled with their 

Table 11. Per cent childless among separated and divorced women 14 to 59 


years old by selected ages at separation or divorce and duration of separation 
or divorce, for the United States: 1950. (Data based on 2.4 per cent sample.) 








Mepian AGE AT 
SEPARATION OR 
Drvorce—YEARS 


Ace or Woman at SEPARATION 


or Divorce—YEARS 
Marirat Status 


AND DuRATION 





Total, 14 to 25 to Childless Total 
14 to 59 19 29 Women Women 





Separated 
Less Than 2 Years ; : ‘ ‘ t 27.8 
2 To 4 Years ; : : : : 29.8 
5 To 9 Years ; : : : , 30.9 
10 Years or More f : ; ; . 27.8 


Divorced 
Less Than 2 Years : ; : : 28.2 30.2 
2 To 4 Years : : : : 30.4 31.8 
5 To 9 Years ? ; e A 32.5 33.4 
10 Years or More ; : 7 : 29.1 29.7 


























os 1950 Census or Porutation, Vol. rv, Special Reports, Part 2, Chapter E, Tables 18 
and 23. 
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first husband. The fairly large proportions childless among 
recently separated or divorced women is in accord with the 
hypothesis that children help to preserve the marriage. 


Timing of First Table 12. Spacing between marriage and 

Births. Inasmuch as birth of the first child, for women 38 years 

d birth of old in 1950 who were married at age 20, and 

ata on Dirth of a who Ls 1950 had 1 to one ever — 

; first husband and all children present in the 

first child represent = jPiischold, for the United States. (Data 
changes from a child- based on 1 per cent sample.) 


less status, it seems 
pertinent to give a few 
figures on the spacing Per Cent 100.0 
of first births. Table Interval Between Marriage and 
12 presents illustrative Birth of First Child 
data of this type from 20 to 0.9 Years 

0.0 to 1.9 Years 
the 1950 Census for a _1.0 to 2.9 Years 

2.0 to 3.9 Years 

of women. 

cohort of men. The 3.0 to 4.9 Years 
group of women was 4.0 to 9.9 Years 


married at age 20 in 9.0 to 18.9 Years 


1932 » a dep ressiOn = Median Spacing (Years) 2.19 


year. The subsequent = 
Source: Grabill, Kiser, and Whelpton: Tue Ferrit- 


fertility experience of iry or American Women. Census Monograph Series. 
New York, John Wiley & Sons, 1958, Table 110. 


this cohort is not typi- 1 For explanation of overlapping intervals, see text. 


2 Median computed as though the successive intervals 


cal of women who mar- 5p yesra, ed The ia, the overlapping partons of 
ried in more prosper- the successive intervals were split between the intervals. 
ous times, as will be pointed out below, but from the 1960 
Census data it will be possible to show in a similar manner the 
spacing intervals for women who married at a young age shortly 
after 1940. The spacing data in Table 12 were derived by sub- 
tracting the age of the first child from the number of years the 
mother had been married. The results comprise a series of 
over-lapping intervals as shown in the table but it can be 
shown that there is concentration of population at the mid- 
points of each two-year interval and that the extreme limits of 
each range contain few women. 

The mothers who married at age 20 in 1932 had a median 
spacing of about 2.1 years between marriage and the birth of 








Number of Women 52,300 
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the first child; other data, from April 1954, Current Popula- 
tion Survey not shown here, indicate that a median spacing 
interval of about 1.5 years is more typical in prosperous times. 
The data in this table indicate that it is necessary to follow the 
cohort for several years after marriage before as many as 
three-fourths of the first births are accounted for. Although 
the data imply that less than half of the first births occur about 
a year after the marriage, demographers have nonetheless 
found a very high correlation between annual vital statistics 
of first births and annual marriages with a lag of one year. 

As an interesting sidelight, Table 12 indicates that only 
about 8 per cent of the mothers in the cohort had their first 
child after the ninth or tenth year of marriage. This small 
proportion supports the previous statement that the per cent 
of women who are childless declines quite slowly after about 
age 30. 

SoctAL AND Economic Facrors 


Educational Attainment of Women. It is well known that 
there is an inverse relation between the educational attain- 
ment of women and their fertility. Hence, one would expect 
women of higher education to have relatively more childless- 
ness, as is in fact the case. Relatively fewer of the well-edu- 
cated women marry, although the differences are small below 
the level of 4 years of college. The average age at marriage 
increases with advancing education, but, again the differences 
usually are small and hence not a major factor in the degree of 
eventual childlessness. A very important reason for the ob- 
served differences in rates of childlessness is the fact that a 
larger proportion of the people with higher education plan the 
number and spacing of their children, as shown by the Indi- 
anapolis Study and other studies. As may be seen from the 
data in the top half of Table 13, and in Figure 5, an increasing 
proportion of the married couples with successively higher 
levels of education are childless in the first two years of mar- 
riage. There are some exceptions, however; thus, there is a 
tendency for women who completed only 1 to 3 years of high 
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school to have a smaller per cent childless in the early years of 
marriage than women who completed only 7 or 8 years of 
school. 
The lower half of the table groups data into blocks by similar 
Table 13. Per cent childless among white women 15 to 44 years old married 
once and husband way by years of school completed, age, and duration of 


marriage, for the United States: 1950. (Data based on 1 per cent sample. 
Per cent not shown where base is less than 10,000.) 








Numsza ELEMENTARY Hics Scuoor Coutzce 
Ace or WomAN AND or 

Years Maraiep Wives Oto6 | 7and8/ 1lto3 lto3 4or 
(000’s) Years | Years | Years Years | More 








15 to 44 Years Old 
Married 

Less Than 1 Year 
1 Year 

2 Years 

3 Years 

4 Years 

5 Years 

6 Years 
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15 to 19 Years 

20 Years or More 
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Age, Years Married 
25 to 29, 10 to 14 
30 to 34, 15 to 19 
35 to 39, 20 or More 


251029, Sto9 
30 to 34, 10 to 14 
35 to 39, 15 t0 19 
40 to 44. 20 or More 


25 to 29, Oto 4 
30 to 34, Sto 9 
35 t0 39, 10tol4 
40 to 44, 151019 


30 to 34, Oto 4 
351039, Sto 9 
40 to 44, 10tol4 


351039, Oto 4 ‘ 46. 
401044, Sto 9 - ; 48.9 


40t0 44, Oto 4 . 64.0 
































Source: 1950 Census or Porutation, Series PC-14, No. 22, September 7, 1956, Table 1. 
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10-14 YEARS 


604 


MQQMAQGAQAN 


























DURATION OF MARRIAGE 


DURATION OF MARRIAGE 
15-19 VEARS YEARs OF SCHOOL 


20 YEARS or More COMPLETEO 
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(rian scxoon + 
Couece 1-3 

GM coucrece 4 on More 


=i7 
Zl SUG 


Fig. 5. Per cent childless among white women 15-44 years old, married 
once and husband present, by duration of marriage and years of school com- 
pleted, for the United States: 1950. Source: 1950 Census or PopuLation, 
Series PC-14, No. 22, September 7, 1956, Table 1. 




















age at marriage as may be seen if one computes the difference 
between age at census and years married. The arrangement is 
suggestive of cohort experience at successive marriage dura- 
tions, though the 1950 Census data are cross-sectional in na- 
ture. The effect of a boom in first births is evident in the data 
for women 30 to 34 years old, married 10 to 14 years, notably 
among women with a college education. The same phenome- 
non, in lesser degree, appears in the data for women 35 to 39 
years old, also married 10 to 14 years. The fact that these 
women were married in the period from 1935 to 1940 means 
that their low proportion childless reflects birth experience, in 
part, during the economic depression and in part, during war- 
time and postwar years. Their husbands were in the upper age 
range for military service at the time of the outbreak of war. 
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In the third and fourth blocks of the table (13), which are for 
the minority who married at a relatively advanced age, one 
may note a tendency for a smaller proportion childless among 
the women with some college education than among the women 
with little education. 

Major Occupation Group of Husband. Data on childless- 
ness by occupation are presented in Table 14. According to 
some sociologists, occupation is more indicative of “the style 
of life” than is education or income. If this is the case, then 
many major occupation groups reflect quite similar “styles of 
life” in respect to childlessness. It is difficult to judge from 
the data in Table 14 which of the three “white collar” groups 
(professional, managerial, and clerical-sales) has the highest 
proportion childless as there are numerous exceptions. A tally 
shows that the professional group has the highest per cent 
childless among white collar workers in 7 out of 14 of the mar- 
riage duration intervals shown in the table, with 5 of the 7 for 
the first five years of marriage. The clerical and sales group 
tends to rank second, and the managerial and proprietary 
group third. One of the “blue collar” occupations—the serv- 
ice and household workers group—has as high a proportion 
childless as the white collar groups but most of the “blue 
collar” groups (craftsmen, operatives, and laborers) have a 
small proportion childless. At the other end of the scale of 
per cent childless, the nonfarm laborers, the farm laborers, or 
the farmers have the lowest per cent childless for one duration 
group or another. 

Labor Force Status of Women. Women who work outside 
the home tend to be those who have no children of preschool 
age but half of the married women who work have no children 
under 18 in the home and four out of every ten have no chil- 
dren of any age. Many of the working wives, of course, have 
not yet started family building. But most of the women who 
will ever have a child will have done so by their early thirties. 
In this context, an example of the selectivity of completely 
childless women 30 to 34 years old for the labor force participa- 
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Waite NonwHitTE 
Marirat Status AND 
Lasor Force Status . Per Cent Per Cent 
Number | Childless | Number | Childiess 








All Women 5,276,280 23. 616,440 36.1 
Labor Force 1,489,290 50. 287,370 47.6 
Not in Labor Force 3,786,990 1 329,070 26.0 


Married Once, Husband Present | 3,910,860 1 325,980 28.7 
Labor Force 756,270 34. 120,840 43.0 
Not in Labor Force 3,154,590 : 205 , 140 20.2 




















poet Census or Poruxation, Vol. 1v, Special Reports, Part 5, Chapter C, Tables 24, 25, 
, and 27. 


Table 15. Per cent childless among white and nonwhite women 30 to 34 years 
old by labor force status, by marital status, for the United States: 1950. (Data 
based on 2.4 per cent sample.) 


tion is given in Table 15. Thus, about 35 per cent of white 
wives 30 to 34 years old in the labor force have never had a 
child, as compared with 10 per cent among wives not in the 
labor force. 

Income. The Census Bureau’s only data on childlessness by 
income of the husband come from the April 1952 Current Pop- 


ulation Survey. As may be noted from Table 16, the propor- 
tion of wives who are Table 16. Per cent childless among women 
childless is relatively 15 to 44 years old married and husband 


‘ : ; resent, standardized for age, by income of 
high in the low-income usband, for urban and rural nonfarm 


groups, whereas the areas: April 1952. 

opposite situation Total 20.8 
ight be ‘expected 

— 7 Under $1,000 26.0 

from the traditional $1 000 to $1,999 28.9 


pattern of highest fer- $2,000 to $2,999 23.1 
~ h $3,000 to $3,999 20.0 
tility among the poor. $4,000 to $4,999 17.7 


Several explanations $5,000 to $6,999 14.6 

for the situation may */000 and Over santa 
Source: Bureau of the Census, Current Poruta- 

a —r pen pon Reronss, Series 30, Node, Peru of the 

childless at low income levels comes from a concentration of 

nonwhite husbands in the lower end of the income distribution. 


As pointed out above, the proportion childless is about twice 
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as high among nonwhite as among white women. Another im- 
portant consideration is the fact that wives of men with low in- 
comes are the most likely to be working outside the home. This 
explanation is consistent with the evidence just given that 
women in the labor force have a much higher rate of childless- 
ness than other women. At the other end of the income scale, 
however, it is noteworthy that the per cent childless tends to 
be a little larger for women with husbands in the highest 
bracket than for those in adjacent brackets. This is not in line 
with the J-shape curve of fertility in relation to economic status 
found in some other studies. 


SUMMARY AND CONCLUSIONS 


In summary, the changing levels and differential patterns of 
childlessness are matters of much concern to students of demo- 
graphic and medical problems. Rates of childlessness rose 
from about 8 per cent among ever-married women who were in 
the midst of childbearing nearly a century ago to a peak of 20 
per cent for those in the same period of life during the depres- 
sion years of the 1930’s. For women who went through the 
corresponding period of life during World War 1 and the early 
postwar years, the eventual level of childlessness will almost 
undoubtedly fall again below 10 per cent. (An additional 5 to 
8 per cent will never marry.) Thus, the replacement of the 
population is being shared by a larger proportion of the women 
than a decade or two ago. 

Rates of childlessness were found to be largest among urban 
nonwhite women, among married women living apart from 
their husbands, among those whose marriages occur above the 
average age, among women with broken marriages who sub- 
sequently remarry, and among those who delay childbearing 
during the first ten years of marriage. 

When childlessness is studied by social and economic char- 
acteristics some of the relationships just listed tend to obscure 
the picture. With some reservations, however, it may be said 
that rates of childlessness are somewhat above average for col- 








86 The Milbank Memorial Fund Quarterly 


lege-educated women, women whose husbands are in the white 
collar occupations, women who are in the labor force, and 
women whose husbands are in the lower income levels. The 
data suggest the hypothesis that women are more likely to be 
childless if their husbands have less income than others in the 
same occupation group, though this hypothesis was not specifi- 
cally tested. 

In conclusion, childlessness, as a demographic phenomenon, 
is the lower limit in the continuum of parity. Other meaning- 
ful analyses can be made, of course, in terms of any specific 
number of births, from the smallest to the largest. In this con- 
text, couples with only one child ever born may well be found 
to have much the same characteristics as those with no chil- 
dren. To the extent that this is the case, childless wives are 
representative of all wives of low parity. 


























ANNOTATIONS 
























































A HISTORY OF PUBLIC HEALTH? 


NY one who decides to master a special field of knowledge, 
A and to make a life career of that area, must possess a 
full understanding of the historical development of his chosen 
field. This axiom is particularly true of a social science, such 
as the area of public health. 

Dr. Rosen has made this knowledge available to the student 
of public health. For many years, Dr. Rosen has been inter- 
ested in the flow of events that has occurred, as the science 
of public health slowly emerged and became an integral part 
of the daily life of the people. He set for himself the enormous 
task of collecting all the data that have related to the devel- 
opment of the public health concept from ancient times to 
the present day and from all parts of the world. After a pains- 
taking collection of a wealth of material, he selected the per- 
tinent information and interpreted it for his readers. The 
basic public health philosophy that has been developed 
through the centuries is presented in this book. 

This concept is, in essence, that the community has a direct 
responsibility for ‘the protection and promotion of the health 
and welfare of the individual, and that the individual has, in 
turn, a direct responsibility to aid the community in protection 
of community health, even though this may result in personal 
sacrifice. 

As Dr. Rosen states in the text: 


The aim of this book is to tell the story of community health 
action, from its beginning in the earliest civilization to the state 


* Rosen, George, M.D., Ph.D. M.P.H. (with a foreword by Felix Marti Ibajiez, 
M.D.): A History or Pustic Heatta. New York, M. D. Publications, Inc., 1958. 
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of development achieved at the present in economically and 
technologically advanced countries of the world. 


The text is divided into sections that have a chronological 
sequence: 


1. The Origins of Public Health 
u. Health and the Community in the Greco-Roman World 
11. Public Health in the Middle Ages 
1v. Mercantilism, Absolutism and the Health of the People 
—1500-1750 
. Health in a Period of Enlightenment and Revolution— 
1750-1830 
vi. Industrialism and the Sanitary Movement—1830-1875 
vu. The Bacteriological Era and its Aftermath—1875-1950 


The early sections of the book present a great variety of 
interesting information relating to practices of community 
sanitation, personal hygiene, medical care, and particularly 
control of contagion that prevailed during ‘the Greco-Roman 
period. To our surprise, municipal health administration was 
a relatively early concept, and occupational health was given 
due consideration in that early day. 

We are accustomed to think of the Middle Ages as a period 
of social retrogression with little advancement of scientific 
knowledge. It was also an age of overwhelming pandemics, 
with little effective knowledge concerning disease prevention. 
Yet the seeds of a community program for medical care were 
sown at this period. Public health administration was organ- 
ized by municipalities on a permanent, and not an emergency 
basis, and community hospitals were established, particularly 
for the care of persons with contagious diseases. 

Perhaps the most illuminating section of the book is the 
chapter on “Industrialism and the Sanitary Movement— 
1830-1875.” The part that Chadwick played in the advance- 
ment of public health, not only in Great Britain but through- 
out the world, is clearly presented. We also learn of the debt 
that American public health owes Chadwick, for it was the 
influence of Chadwick and his colleagues that resulted directly 
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in the initiation of sound public health practices in the West- 
ern continent. 

“The Bacteriological Era and its Aftermath—1875-1950” 
covers the period of development of public health with which 
the reader is most familiar. Dr. Rosen emphasizes the fact 
that, for the first time, the concept of prevention of illnesses 
could be fully implemented on a rational and comprehensive 
basis. 

Dr. Rosen did not attempt to write a last chapter concerning 
present trends in public health development. In this he was 
wise, for interpretation of “contemporary history” is a treach- 
erous field. 

Certainly a new concept has arisen during the past half cen- 
tury which is not a direct aftermath of the Bacteriological Era. 
This growing preoccupation of the students of public health is 
concerned with the degree and extent—e.g. the breadth and 
depth of community responsibility for the comprehensive med- 
ical and health care of the individual and his family. The his- 
tory of the development of this phase of public health will be 
the subject of another text some 50 years hence. 

Dr. Rosen has provided us with a splendid bibliography, 
and a well-prepared index. 

There is an appendix on “Memorable Figures in the History 
of Public Health.” The list of names is well-selected and in- 
formative. Your reviewer regrets, however, the omission of 
the names of W. T. Sedgwick and M. J. Rosenau. 

As a final appendix, one finds a useful list of current public 
health periodicals from all parts of the world, and also a list 
of Schools of Public Health throughout the world. The list 
is arranged by countries. 

A History oF Pusiic HEALTH was published by M. D. Pub- 
lications, Inc. It is one of a group of monographs on Medical 
History that are actually published or are contemplated. These 
monographs are edited by Dr. Felix Marti Ibafiez, Professor 
of The History of Medicine at New York Medical College. 

Witson G. Smituir, M.D. 
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POPULATION: AN INTERNATIONAL DILEMMA‘ 


M ucH effort has gone into this little book of 89 pages. The 
reminder is of the Greek philosopher who expressed 
regret that time did not permit a short letter and therefore 
he must write a long one. In this instance, the author found 
time and took time. The result is a straightforward account 
of the population problem, as it exists today and of what may 
be done about it. The source material presumably was vol- 
uminous, drawn from a series of meetings by a Conference 
Committee on Population Problems sponsored by The Popu- 
lation Council, Inc. Discussions extended over 19 months and 
included 23 prepared papers by guest consultants. The easy 
temptation would be an edited and annotated transcript of 
what took place. Nor is this a precis; it is a thoughtful digest 
of critical elements. The general reader is provided an infor- 
mative text; the expert in one or other phase of this inter- 
national dilemma will find things not to be had from more 
pretentious publications. Each of the five chapters has an 
adequate summary; the neat paragraphs that end sections 
within chapters give particular delight. The book is in two 
parts; the first outlines present conditions, the second gives 
indicated lines of action. 

First attention is to the need for rational regulation of births 
in the modern world by reason of social, political, economic, 
and health considerations. A separation of the special prob- 
lems of densely populated areas and those of advanced coun- 
tries gives weight to the theme of this presentation, that the 
population problem is worldwide. American attitude is still 
too much that of a business of faraway places. 

An analysis of attitudes and practices affecting fertility, and 
the influence of religious teaching and morals has the purpose 
of identifying factors contributing to population growth, and 
thereby the possibilities for bending them to the. desirable end 
of numbers of people fitted to the material resources of a coun- 
try or region. Cultures and religions differ so greatly that no 


* Osborn, Frederick H.: PoputaTion:AN INTERNATIONAL D1LEMMA. New York, 
The Population Council, Inc., 1958, 89 pp. 
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single approach, no common program, can expect to have gen- 
eral acceptance. Added to that is the circumstance that “mass 
reliance for the moment must be placed on contraceptive 
measures which are only partly effective and not easily ac- 
cepted, ranging from methods which are fairly effective but 
require materials out of reach of peasant populations, to in- 
complete intercourse which requires unusual control, and the 
rhythm method which is ineffective with untrained people.” 
An obvious conclusion is the need for studies to determine the 
characteristics, customs, and beliefs about procreation evi- 
denced by particular populations and to test the efficiency of 
possible control measures when applied under those conditions. 
The research of today is the practice of tomorrow. 

The final chapter of the book is for Americans. What is 
said applies equally to other countries with a low ratio of 
population to natural resources, including the Soviet Union, 
Canada, Australia and New Zealand. Should the United States 
double its population, a situation toward which it is now head- 
ing, standards of living would tend strongly to be lowered. 
That, as is properly stated, is something for the American 
people to worry about. The world concern is that such gen- 
eral increases among highly industrialized populations would 
make for increasing demands on world resources, sufficient to 
restrict to their present position nations now struggling toward 
a better human wellbeing. The dilemma is international to 
the extent that all countries are involved. It is also inter- 
national in that what happens in one place affects the rest of 
the universe. No country has a wholly individual problem; 
the necessary viewpoint is ecologic and holistic. 

The statement that the United States is a backward country 
so far as a population policy is concerned will engender little 
controversy. Most persons will view that challenge in terms of 
their own little piece of it. The author leaves no doubt of the 
obligations of public health, which he considers the most prom- 
ising vehicle for a national and organized program for con- 
trolling size of family. That everyone has a part in the prob- 
lem is inescapable, for population control is “not an end of 
itself but only a means of advancing the more general objec- 
tive of human welfare.” In terms of man’s existence popu- 
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lation growth to an extent to give concern is a phenomenon of 
recent origin, about 200 years. The next generation, the com- 
ing 50 years, are critical times. 


Joun E. Gorpvon, M.D. 


ABORTION IN THE UNITED STATES* 


brown book represents a skillfully condensed transcript of a 
conference called by the Planned Parenthood Federation 
of America to discuss the abortion problem in this country. 
Participants include 38 specialists from the fields of obstetrics, 
psychiatry, public health, biology, sociology, law, and demog- 
raphy. Discussion ran for two full days and evenings in April 
and then for another day in June, 1955. 

Editorially the book is interesting. Its text reads like the 
ideal conference which chairmen dream about: everybody 
sticking to their points, always raised in proper contexts; view- 
points expressed without repetition and a minimum of bicker- 
ing; social relations so unproblematical that little time need 
be wasted on amenities such as introductions or acknowledge- 
ments. Of course this paragon of group deliberation is partly 
the product of a hard-working editor and editorial committee 
who succeeds in “whittling down 600 pages of expertly steno- 
typed script by about 60 per cent” and “to regroup under ap- 
propriate title heads discussion that had been actually scat- 
tered over the entire extent of the conference.” 

Several generalizations emerge from the personal experiences 
and fragmentary statistics reported by the discussants. Many 
of the present state laws regarding abortion are obsolete and 
unrealistic and as a result the legal positions of doctors per- 
forming abortions in these states is far from secure. The cur- 
rent trend is to narrow the conditions under which patients 
are accepted for abortion and generally to elaborate admin- 
istrative safeguards against easy abortion. Indeed in some 


*Calderone, Mary S. (editor): ABsorTION IN THE UniTEp States. Hoeber-Harper, 
New York, 1958, vii+224 pp. $5.50. 
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hospitals these safeguards have been carried to a point which 
eliminates therapeutic abortion as a possibility even in rela- 
tively extreme cases. As a consequence of these trends, the 
incidence of therapeutic abortion, which has never been high 
in this country, is decreasing still further. But despite this 
decrease, or perhaps partly because of it, the private patient 
who can pay a large fee stands a better chance of securing an 
abortion than does a patient using the public clinics. 

The participants in the conference emphatically disagree 
about what to do concerning the situation outlined above and 
in attempting to defend their positions they bring out the 
many sides of the problem: psychiatric, medical, legal, eco- 
nomic, and moral. Thus, for example, some of the discussants 
prefer to see the psychiatric and socio-economic indications for 
abortion broadened and the levels of therapeutic abortion 
raised closer to those common in Scandinavia. These discus- 
sants tend to emphasize such things as more freedom of action 
for the individual physician, a smaller market for the illegal 
abortionist, and anguish averted especially among pregnant 
women who are unwed or married mothers with large families. 
Other discussants who applaud the current decline in thera- 
peutic abortion stress such adverse consequences of abortion 
as psychiatric trauma for the patient, legal risk for the doctor, 
and a possible loosening of morals for teenagers. The editorial 
staff in no way seek to conceal these clashes of view and some 
of the exchanges are lively. 

The group comes closest to agreement on the needs for re- 
forming state abortion laws and rendering access to abortion 
more equal for private and clinic patients. These concurrences 
are embodied in the two most specific proposals of the State- 
ment Committee, under the chairmanship of A. F. Gutt- 
macher: 


Consultation centers for women seeking abortion, modeled 
after the Scandinavian centers now in existence, should be es- 
tablished. 

Authoritative legal bodies should study the abortion laws in 
the various states and frame a model law that could, perhaps 
jointly, be presented to the states for their consideration to re- 
place existing statutes. 





94 The Milbank Memorial Fund Quarterly 


The Statistics Committee, under the chairmanship of C. 
Tietze, does not try to estimate the annual incidence of in- 
duced abortions precisely but is content to say that the annual 
number of induced abortions in this country falls somewhere 
between 200,000 and 1,200,000. The lower estimate is based 
on a ratio of 3.1 induced abortions per 100 pregnancies found 
by C. Kiser and P. K. Whelpton for their Indianapolis sample 
and also by D. G. Wiehl and K. Berry for a New York City 
sample. The upper limit is based on a ratio of 18.9 induced 
abortions per 100 pregnancies reported by the staff of the In- 
stitute of Sex Research from their analysis of 5,293 women. 

The appropriateness of the upper limit is placed in doubt 
by an appendix in which Tietze analyzes the representative- 
ness of the ISR respondents in relation to estimates of 1945 
distributions for urban white women in the United States. 
Tietze concludes that the ISR respondents are usefully rep- 
resentative but his tables contradict this conclusion by showing 
not only gross differences with respect to age, education, and 
marital status, but also and more important, tangible differ- 
ences with respect to age-specific marital fertility. 

Other appendices include: (a) a digest of present state laws 
on abortion and contraception; (b) a brief discussion of abor- 
tion in Japan, Germany, U.S.S.R., and Finland; (c) a short 
bibliography; and (d) an index. 

Rosert G. Porrer, Jr. 


THE POPULATION OF JAPAN’ 


B ten volume represents a prodigious amount of work. There 
are approximately 390 pages of text and accompanying 
tables, each containing about three times the printed matter 
found in the usual octavo volume. There are in addition four 
pages of Appendices, sixty pages of Bibliography, and five 
pages of Index. Length is, of course, no guarantee of quality, 


* Taeuber, Irene B.: THe Porputation oF JAPAN. Princeton, New Jersey, Prince- 
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but the reviewer is happy to be able to say that in his opinion 
it is an excellent piece of work throughout. Moreover, the 
amount of repetition is quite small and probably is necessary 
if the lay reader is to follow the author in her analysis of the 
broad social significance of Japan’s population changes in mod- 
ern times. The demographic analysis is both adequate and 
competent but this book is far more than a mere demographic 
analysis. It is also a sociological study which is couched in 
terms quite understandable to the interested lay reader. 

To begin with there is an historical section (Part 1) which 
provides an excellent background for the understanding of the 
population changes which have taken place during the past 
century. This survey is primarily sociological in character, i.e., 
it portrays the cultural features of Japanese life which in a 
large measure determined the population changes, but it also 
makes it clear that these population changes exerted an im- 
portant influence on the social, political and economic devel- 
opments both currently and in the later period in which in- 
terest centers. To the reviewer this historical approach seems 
absolutely indispensable to the understanding of the develop- 
ment of Japan’s population in modern times. Moreover, it 
provides a preview of the broad type of analysis which is found 
throughout the book. To the reviewer this Part seems to con- 
tain a maturity of thought and a breadth of knowledge which 
is well maintained throughout. 

Part 11, The Transition, 1852-1918. Here the author shows 
great familiarity with the data which became available during 
this period and displays equal competence and discrimination 
in their use. This is no mere demographic or statistical an- 
alysis. An effort has been made to show the intimate relation 
between the population changes and the changes taking place 
in all aspects of Japanese culture during this early modern 
period. In the reviewer’s judgment this effort has been highly 
successful within the limits imposed in even a work of this size. 

Part 11, The Changing Population, 1920-1955. This is the 
heart of the demographic analysis as the data are, on the 
whole, abundant and quite reliable. But to speak of this as 
the heart of the demographic analysis is not to imply that the 
broad analysis of culture in relation to population change has 
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been discarded. It has not, but there is now abundant evi- 
dence in demographic data to show clearly many of the im- 
portant relations between population and cultural changes in 
the development of Japanese society. 

Although Migration is treated in a separate Part (tv), it 
might very well have been entitled Internal Migration and 
treated as a Section of Part 111, for it shows very clearly that 
Migration was one of the most important dynamic means in 
bringing about the redistribution of Japan’s population which 
accompanied and was effected by her modern industrial and 
social development. This migratory movement provides clear 
demographic evidence of a new period of social and cultural 
development in Japan.. But it is recognized as primarily a 
manifestation of deep-lying social change, and in turn as 
requiring many and highly significant cultural changes. 

Part v, Expansion, treats of the extension of the Empire 
from the Restoration (1868) to the invasion of China and the 
migration of Japanese into the expanding area under Japanese 
control, and also of their movement into foreign countries. 
This movement had been relatively small prior to the estab- 
lishment of Manchukuo. It gained considerable momentum 
towards Manchukuo after 1931 and the reviewer cannot cease 
wondering why even the power-mad military clique did not 
postpone the further expansion onto the continent until the 
industrial base of Japan had been broadened and strengthened 
by another decade of development in Manchukuo. 

Part v1, Natural Movements, consists of a detailed study 
of fertility, mortality, and natural increase. This is well done 
and the accompanying analysis shows clearly the intimate or- 
ganic relations between these natural movements of popula- 
tion and the all-pervasive cultural changes which are involved 
in modern industrialization and urbanization. It is made clear 
that these natural movements undergo changes which may 
be considered a part of the effort, to a considerable extent un- 
conscious, to adjust population to the changing social and 
economic environment. Unfortunately, these changes in the 
natural movements had not been sufficient to prevent a steady 
rise in the feeling of population pressure which could be rather 
easily exploited by the ruling cliques. 
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One may wonder why the discussion in this Part did not 
precede Part m1, The Changing Population, 1920-55, since it 
provides the explanation of the changes in population. How- 
ever, this is not a matter of great importance and the reviewer + 
would be the last to argue that the logical development of the 
study of Japan’s population demanded a specific order of 
treatment. 

Part VII, Demography in Peace and War. The reviewer 
finds himself at a loss to characterize this final Part in a few 
words. It is not a summary of what precedes in the usual 
sense of that term; but in one form or another it makes use of 
all the careful social and demographic analysis that precedes. 
It not only provides a careful marshalling of the information 
one would expect under this title, but it also again demon- 
strates beyond question the value of combining competent 
demographic analysis with broad cultural study if one would 
understand past population changes and would also wish to 
look ahead a little to the probable changes in the near future. 

The reviewer not only believes that this excellent study “will 
prove to be a landmark of demographic analysis” as Dr. Note- 
stein says in his Foreword, he believes it goes far beyond 
demographic analysis as this term is generally understood. It 
is a study in social and cultural development in which demo- 
graphic facts are given a central place but in which they are 
always treated as integral elements in a larger social situation. 
It should also be said that the interested layman will find here 
a discussion of Japan’s population which he can understand. 
It is carefully written and it carefully avoids the use of the 
technical jargon which mars so much good work in the social 
sciences. The reviewer hopes that this book will become more 
than a standard reference source of information on population 
changes in modern Japan, and that it will be widely used as a 
good example of the way in which demographic knowledge can 
contribute to social analysis. 

It would be quite possible to point to some minor incon- 
sistencies in different portions of the book, also to a few errors 
and a number of repetitions. But let him who is without sin in 
these respects cast the first stone. In the reviewer’s judgment 
it is quite a remarkable study of which not only the author 











98 The Milbank Memorial Fund Quarterly 


and those who have aided her may well be proud, but also one 
which should enhance the status of the study of population 
as a science. 


Warren S. THOMPSON 





